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AN 


Visualization of blood vessels in the human body by 
means of X-ray photographs taken after the injection 
of opaque solutions into the blood stream has made 
rapid progress since the procedure began to be generally 
employed, and what was originally considered a dra- 
matic if somewhat hazardous manoeuvre has within 
the last few years come to be considered a safe routine 
measure. The field has become gradually widened 


juntil it includes blood vessels throughout the body; 


with this has come a narrowing-down of the objective 
so that localized areas of the vascular tree can now be 
brought into particular observation and studied in 
greater detail. 

This has been made possible by the technique 
popularized by Seldinger, of percutaneously introducing 
a polythene catheter into a distal vessel and sliding it 
proximally so that its eye can be made to discharge 
the contrast medium with exactness at whatever point 
§ to be studied. Further refinements are in progress, 
uch as the use of magnetically controlled metal- 
pointed catheters or catheters with special curves, 
whereby the dye can be injected actually into the lumen 
f branches of the aorta, such as the renal or coeliac 
axis. 

These methods have the advantage of enabling a 
ocalized region of the body to be studied at leisure 
vith the use of only small quantities of dye—thus 
woiding the risk of accidentally introducing a large 
olume of dye into a small vessel with possible dis- 
istrous results. Nevertheless the wisdom of indis- 
‘iminately puncturing a vessel so subject to disease 
as the femoral artery with a large-bore needle, must 
be open to question, and my limited experience in this 
eld leads me to believe that the risks are not as negli- 
gible as current literature indicates. 

Trans-lumbar aortography is still probably the safest 
method of visualizing the vessels of the lower limbs. 
The risk of causing damage by the detachment of 
Plaques, intimal stripping, or secondary thrombosis, 
must obviously be smaller when puncturing the aorta 





UNUSUAL AORTOGRAPHIC APPEARANCE 


M.A. LAuTRE, F.R.C.S. 


Johannesburg 


than with vessels of smaller calibre. Moreover it is a 
quicker and easier technique, and requires no elaborate 
apparatus. Care, however, must be constantly exer- 
cised in placing the injection needle so as to avoid the 
chance of introducing a large volume of dye into a 





Fig. 1. 


external! iliac artery 


Aortogram showing obstruction of left common and 
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visceral branch. All manner of odd distributions of 
dye have been known to occur, depending upon the 
puncture site and the inclination of the bevel of the 
needle. This applies more particularly to diseased 
arteries, where a raised plaque or sharp kink may 
produce bizarre and misleading pictures. The following 
case is quoted to illustrate this point: 
CASE REPORT 

A.D., a European male aged 45, presented with a 2-year history 
of intermittent claudication in the left leg. The symptom had 
been increasing in severity over the previous 4 months and was a 
hindrance to him in his occupation. Physical examination showed 
absence of pulsation in all the arteries of the left leg, with reduced 
oscillometry and all other signs of arterial occlusion 

Trans-lumbar aortography showed obliteration of the left 
common and external iliac arteries, the common femoral being 
reconstituted, with some delay, by the collatera!s (Fig. 1). In 
view of his age and general fitness and the increasing severity 


‘ = 





d. 


Fig. 2. Aortogram 3 months after grafting, giving fallacious 
impression of no patency 
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Fig. 3. Aortogram taken 24 hours after that in Fig. 2, 
graft well filled. 


howing 


of his symptoms it was decided to offer him an arterial graft 
This was carried out on 16 October 1955. 

On exposure of the obstructed vessel it was found that the 
only graft available (common carotid) was not quite long enough 
to bridge the gap. Thrombendarterectomy of the common iliac 
artery was therefore carried out for a distance of about an inch, 
and the graft implanted end-to-side into the common iliac and end- 
to-end into the common femorzl. Tae patient was heparinized 
during, and for the first week after the operation, and subse- 
quently maintained on Dindevan. 

When seen 3 months later he showed considerable improve- 
ment; there was a strong femoral pulsation and an appreciable 
pulsation in the popliteal and dorsalis pedis. He was able to 
walk a mile slowly. 

A trans-lumbar aortogram made on 21 February 1956 showed 
a totally inexplicable state of affairs (Fig. 2)—a complete oblitera- 
tion of all the arteries of the left leg. After accusing the radiologist 
of duplicity, sabotage or using a new unilateral dye, | repeated 
the procedure the following day, with the result shown in Fig. 3 
The probable explanation of the aortogram taken on 21 February 
is that the needle, which was introduced just above the aortic 
bifurcation, had its bevel facing a protruding plaque, and that 
the dye was deflected to the right and swept down by the blood 
stream. 


INSURANCE FOR MEMBERS FOR COST OF LEGAL DEFENCE AGAINST CRIMINAL CHARGES 


As a result of the views expressed by many members that it is a 
wise precaution—however remote the contingency may be—to 
have insurance cover for the cost of legal defence against a criminal 
charge, the Atlas Assurance Co. Ltd., Official Insurers to the 
Association, have now volunteered this cover, without extra 
charge, as an extension to their existing Malpraxis policies which 
hitherto have related only to legal costs and damages in civil 
cases 

Over the past quarter of a century or more the ‘Atlas’ have 
introduced various extensions to their original Malpraxis policy 
to meet the needs of members and this latest gesture is a further 
example of their readiness to keep abreast of requirements. 


It is noteworthy that during a prolonged period of rising costs 
in this country the ‘Atlas’ have not increased their premiums 
for these policies and, indeed, have granted this extension gratis 
They tell us, however, that they intend to raise the minimum 
amount of cover under their Malpraxis policy from £1,000 to 
£2,000—a decision which is certainly in members’ interests having 
regard to the higher level of damages awarded by the Courts 
nowadays. ‘ 

We understand that the ‘Atlas’ will be posting details of thes 
changes, including an explanation of the scope and conditions 
of the cover for legal costs in criminal cases, to all insured members 
shortly. 








*n Or 
mode 
00g 0 
Gel 
in die 
diere. 
omge' 
die H 
deur 
studie 
verski 
identi 
geneti 
wing | 
oor g 
Versk 
kind-\ 
enkele 
van d 
soos d 
Che 
die m 
muise 
dat dé 
vetsug 
bestaa 
veelvo 
Dit 
faktor 
Cushi 
hidrok 
omges 
en ver 
vetsug 
kifose 
word. 
twyfel 
staan, 
neem. 
op die 
opnan 
nodig 
daarby 
wyse h 
Swa 
vetsug 
tomie, 
onbed: 
is ski 


29 Se 





howing 


rial graft 


that the 
ig enough 
mon iliac 
t an inch, 
- and end- 
“narinized 
nd subse- 


improve- 
ppreciable 
is able to 


‘6 showed 
> oblitera- 
‘adiologist 
| repeated 
in Fig. 3 
February 
the aortic 
and that 
the blood 


RGES 

sing Costs 
premiums 
ion gratis 
minimum 
£1,000 to 
sts having 
he Courts 


s of these 
conditions 
{| members 








South African Medical Journal 


Suid-Afrikaanse Tydskrif vir Geneeskunde 


VAN DIE REDAKSIE 
MEER OOR VETSUG 


*n Onlangse redaksionele artikel’ het sommige van die 
moderne idees aangaande vetsug besigtig, veral met die 
oog op Mayer se oorsig.* Ons hervat hierdie besigtiging. 

Genetiese faktore by die ontwikkeling van vetsug 
in die mens is baie minder duidelik as by eksperimentele 
diere. Dit is soveel moeiliker om die uitwerking van die 
omgewing uit te sluit. Die gelokaliseerde vetsug van 
die Hottentotsvrou se vetboudigheid word ongetwyfeld 
deur oorerwing bepaal. Van nog meer belang is die 
studies van identiese en nie-identiese tweelinge. Twee 
verskillende verslae*:* het *n noue gewigsverband tussen 
identiese tweelinge aangedui en self gesuggereer dat die 
genetiese faktore van meer belang as dié van die omge- 
wing is. Dit moet egter besef word dat hierdie studies 
oor gewig per se gegaan het en nie oor vetheid nie. 
Verskeie ander versiae het getoon hoe dikwels ouer 
kind-vetsug voorkom en hoe seldsaam vetsug tot ’n 
enkele geslag beperk is. Dit is egter geen goeie bewys 
van die genetiese Oorerwing van vetsug nie, net so min 
soos dit ’n goeie bewys is van, byvoorbeeld, tuberkulose. 

Chemiese toksiene wat vetsug veroorsaak, is nie by 
die mens bekend nie, maar goud-tioglukose sal dit in 
muise veroorsaak. Mayer en sy medewerkers het getoon 
dat daar fundamentele verskille tussen hierdie tipe van 
vetsug en die oorerflike vetsug-hiperglisemie-sindroom 
bestaan, wat hulle stelling versterk dat vetsug van 
veelvoudige oorsprong is. 

Dit is onmoontlik om te bepaal watter rol endokrien- 
faktore miskien in die produksie van vetsug speel. In 
Cushing se sindroom, met oormatige sirkulerende 
hidrokortisoon, word baie van die liggaamsproteiene 
omgesit in vet en dit, tesame met ’n verhoogde aptyt 
en verminderde fisiese aktiwiteit, is voldoende om die 
vetsug te verklaar—die aanwesigheid waarvan deur die 
kifose van vertebrale ineenstorting beklemtoon mag 
word. Die enigste ander endokrientoestand wat onge- 
twyfeld in verband met sommige gevalle van vetsug 
staan, is hiperinsulisme, waar die aptyt definitief toe- 
neem. Aangesien ,endokrien’-vetsug geen uitsondering 
op die reél van die oorsaaklike verband van ‘n kalorie- 
opname bo die van ‘n kalorieverbruik is nie—sal dit 
nodig wees, indien hormoon-faktore meer algemeen 
daarby betrokke sou wees, om uit te vind op watter 
wyse hulle aptyt of voedselopname-reéling affekteer. 

Swangerskap en die menopouse word dikwels met 


Vetsug geassosieer, tog het sekshormone, gonadek- 
lomie, ens., eksperimenteel baie inkonsekwente en 
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eksperi- 


onbeduidende uitwerking op gewig gehad. 
is skildklier- of harsingslymkliersiektes by 
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EDITORIAL 


MORE ABOUT OBESITY 


\ recent editorial article’ partially surveyed some 
modern ideas concerning obesity, particularly in the 
light of Mayer’s review.2, We continue the survey. 

Genetic factors in the development of obesity in 
man are far less clear cut than in experimental animals. 
It is so much more difficult to exclude the effects of 
environment. Certainly the localized obesity of the 
Hottentot woman’s steatopygia is genetically deter- 
mined. More significant than this are the studies of 
identical and non-identical twins. Two different re- 
ports®*: have indicated a very close correlation for 
weight between identical twins, even suggesting that 
genetic factors are more important than environmental 
ones. However, it must be realized that these studies 
concerned weight per se, and not fatness. Several 
other surveys have shown the frequency of parent-child 
obesity and the infrequency of obesity confined to a 
single generation. This, however, is not good evidence 
for the genetic inheritance of obesity, any more that it 
would be for, say, tuberculosis. 

Chemical toxins which produce obesity are unknown 
in man, but gold thioglucose will do so in mice. Mayer 
and his associates have shown fundamental differences 
to exist between this type of obesity and the hereditary 
obese-hyperglycaemia syndrome, which strengthens their 
argument that obesity is of multiple origin. 

It is impossible to estimate the part which endocrine 
factors may play in the production of obesity. In 
Cushing’s syndrome, with excessive circulating hydro- 
cortisone, much of the body protein is turned into fat 
and this, together with an increased appetite and di- 
minished physical activity, is sufficient to account for 
the obesity, the appearance of which may be accentuated 
by the kyphosis of vertebral collapse. The only other 
endocrine state clearly related to obesity in some cases 
is hyperinsulinism, where the appetite is plainly increased. 
Since ‘endocrine’ obesity is no exception to the rule of 
causation by a calorie intake in excess of output, if 
hormonal factors are to be more generally implicated, it 
will be necessary to discover in what way they affect 
appetite or the regulation of food intake. 

Pregnancy and the menopause are frequently associ- 
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mentele of menslike vetsug betrokke. 
nogtans geen twyfel oor die noue verband tussen 
vetsug en sekere veranderings in endokrienstofwis- 
selingverwantskappe nie. °’n Aanduiding hiervan is dat 
suikersiekte so dikwels by vetsugtiges voorkom terwyl 
dit tipies is dat die dulding vir koolhidrate gedurende 
die ,aktiewe’ fase van vetsug (solank soos gewig nog 
opgetel word), groter word. 

Die hipotalamus, met sy ,aptytsentrums’ waarna 
alreeds verwys is,’ is meer gewis aan vetsug verbonde. 
Letsel van hierdie gebied in die mens, asook in eksperi- 
mentele diere, kan vetsug veroorsaak, gepaard met °n 
duidelike verhoging in die voedselopname. As die 
harsingslymklier aangetas is, is dit slegs weens die 
omvang van die primére beskadigende letsel en nie 
weens enige verwantskap tussen hierdie klier en die 
aptyt per se nie. Hipotalamiese vetsug by die mens is 
uiters seldsaam; Froéhlich se sindroom waar pituitére 
skade ook aangetref word, bestaan so te sé nie. Die 
werklike meganisme waardeur voedselopname deur die 
hipotalamus beheer word, is nie bekend nie. 

Die introduksie van frontale lobotomie het getoon 
dat die voorhoofslobbe ook help om voedselopname te 
beheer, aangesien die meerderheid van pasiénte na die 
operasie vetsug met verhoogde aptyt ontwikkel. 

Die belangrikheid van aktiwiteit op gewig kom 
vervolgens in aanmerking. Mayer beweer dat hierdie 
faktor stelselmatig deur klinici en gesondheidsopvoeders, 
en ‘n mens mag byvoeg ook deur fisioloé, verkleineer 
word. Hy siteer die onjuiste mening (1) dat oefening 
betreklik min kalorieverbruik vereis en dus min verband 
met die vraagstuk van vetsug het, en (2) dat *n toename 
van fisiese aktiwiteit outomaties gevolg word deur ‘n 
toename van aptyt en dus self-verydelend as *n gewigs- 
reélaar is. 

Aangaande die eerste wanopvatting wat die kalorie- 
verbruik deur oefening minimiseer, behoort ‘n mens 
die offisiéle tabelle van daaglikse kalorieverbruik in 
verskillende beroepe vlugtig deur te kyk. ‘n Sittende 
beroep mag dus ‘n kalorieopname van 2,400 kalorieé 
vereis, terwyl ‘n arbeider meer as 6,000 kalorieé nodig 
mag hé. Heel klein toevoegings tot die kalorievereistes 
(bv. ‘n potjie muurbal per dag) sal sowat 30 Ib. liggaams- 
vet per jaar verteenwoordig. Hoogtepunte van fisiese 
aktiwiteit mag amper ‘n addisionele kalorieverbruik 
van 1,300 per uur vir ’n ,gemiddelde’ persoon met ‘n 
liggaamsopperviakte van |-77 vierkante meters bereik. 
Aangesien die kalorieverbruik van oefening naasteby 
eweredig met liggaamsgewig is (‘n 200-lb.-man_ sal 
twee maal soveel kalorieé as ‘n 100-lb.-man by die 
klim van 1,000 voet, verbruik), volg dit dat ’n vetsugtige 
persoon meer liggaamsvet as ‘n normale persoon, vir 
dieselfde hoeveelheid oefening, sal verbrand. 

Dit kan dus gesien word dat soos ‘n persoon se 
gewig vermeerder, so vermeerder sy kalorieverbruik 
ook—wat ‘n té groot voedselopname was om ‘n 
liggaamsgewig van 150 Ib. in stand te hou, mag net 
presies genoeg wees om 200 Ib. te onderhou. Op hierdie 
wyse dus is vetsug self-beperkend en, gelukkig, as die oor- 
tollige voedselopname gerig is, neem die gewig nie steeds 
toe nie tensy die opname ook progressief toeneem. 
Dit is egter ook duidelik dat °n fisies aktiewe persoon 
wat ooreet, baie gou ‘n selfreélende toename in gewig 
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ated with obesity, yet sex hormones, gonadec- 
tomy etc. have had very inconsistent and minor effects 
on weight experimentally. Neither has thyroid or pitui- 
tary disease been implicated in experimental or human 
obesity. There is, nevertheless, no doubt of the close 
association between obesity and certain altered endo- 
crine/metabolic relationships. This is indicated by the 
so frequent appearance of diabetes in the obese person, 
whereas during the ‘active’ phase of obesity (while 
weight is still being gained), carbohydrate tolerance is 
typically increased. 

The hypothalamus is more certainly connected with 
obesity, with its ‘appetite centres’ mentioned before.! 
Lesion of this area in man, as well as in experimental 
animals, may cause obesity, with marked hyperphagia. 
If the pituitary gland is also affected, this is merely 
because of the extent of the primary damaging lesion, 
and not because of any relation between this gland and 
the appetite per se. Hypothalamic obesity in man is 
extremely rare; Fréhlich’s syndrome, in which pituitary 
damage also occurs, is, to all intents and purposes, 
non-existent. The actual mechanism through which 
the hypothalamus controls food intake is unknown. 

The introduction of frontal lobotomy has indicated 
that the frontal lobes also help to control food intake, 
since the majority of subjects develop obesity with 
increased appetite after the operation. 

The importance of activity on weight comes next for 
consideration. Mayer claims that this factor has been sys- 
tematically minimized by clinicians and health educators 
and, one may add, by physiologists also. He quotes 
the erroneous belief (1) that exercise requires relatively 
little calorie expenditure and is therefore of little relev- 
ance to the problem of obesity and (2) that an increase 
in physical activity is automatically followed by an 
increase in appetite and is therefore self-defeating as a 
weight regulator. 

Regarding the first misconception, which minimizes 
the calorie expenditure due to exercise, one should 
glance at the official tables of daily calorie requirements 
in different occupations. Thus a sedentary job may 
require an intake of 2,400 calories, while a labourer 
may need above 6,000 calories. Quite small additions to 
the calorie requirement (e.g. a game of squash a day) 
would represent some 30 Ib. of body fat in a year. 
Peaks of physical activity may approach an additional 
calorie usage of 1,300 per hour for a ‘mean’ man with 
a body surface of 1-77 sq. metres. Now, since the 
calorie cost of exercise is roughly proportional to body 
weight (a 200-lb. man will consume twice as many 
calories as a 100-Ib. man in climbing 1,000 feet), it 
follows that an obese subject will burn up more body 
fat than a normal subject for the same amount of 
exercise. 

Thus it may be seen that as a person’s weight in- 
creases, so does his calorie expenditure, so that what 
was too large a food intake to maintain a body-weight 
of 150 lb. may be just exactly what is needed to maintain 
200 Ib. In this way, then, obesity is self-limiting and, 
luckily, if the excess food-intake is small, the weight 
does not continue to advance unless the intake 1s 


progressively increased also. It is also evident, however, 
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sal bereik weens die energie wat hy verloor deur die 
ekstra gewig wat hy moet dra. ‘n Sittende persoon 
daarenteen, sal minder energie verbruik om die ekstra 
gewig te dra en gevolglik sal sy gewigstoename groter 
wees. 

Die belangrikheid van fisiese aktiwiteit by eksperi- 
mentele diere word getoon deur die kruising van die 
vetsugtige-hiperglisemiese-muise met dié wat die 
waltzing’-geen dra. So ’n kruising produseer ’n muis 
in voortdurende beweging en hulle gewig is slegs sowat 
30°4 meer as dié van die nie-vetsugtige muise, 'n plaas van 
die 200-300 °% oortollige gewig van die sittende vetsugtige 
muise. 


Van die Redaksie (1956): S. Afr. T. Geneesk., 30, 907. 

Mayer, J. (1953): Physiol. Rev., 33, 472. 

Newman, H. H., Freeman, F. N. en Holzinger, J. J.. Gesiteer 
deur Mayer, J., /oc. cit.” 

4, Von Verschuer, gesiteer deur Mayer, J., loc. cit. 


arwo— 
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that a physically active person who overeats will rapidly 
reach a self-regulating gain in weight, because of the 
energy lost in moving that extra weight. A sedentary 
person, on the other hand, will expend less energy in 
moving the extra weight and hence his weight gain will 
be greater. 

In experimental animals the importance of physical 
activity is shown by crossing the obese-hyperglycaemic 
mice with those which carry the ‘waltzing’ gene. Such 
a cross produces a mouse in constant motion, whose 
weight is only some 30°, over that of the non-obese 
mouse, instead of the 200-300°, excess weight of the 
sedentary obese mouse. 


1. Editorial (1956): S. Afr. Med. J., 30, 997. 

2. Mayer, J. (1953): Physiol. Rev., 33, 472. 

3. Newman, H. H., Freeman, F. N. end Holzinger, J. J. 
by Mayer, J., loc. cit.* 

4. Von Verschuer. Quoted by Mayer, J., loc. cit." 


Quoted 


CANCER OF THE UTERINE CERVIX* 


JAMES T. Louw, CuH.M., F.R.C.O.G. 


Professor of Obstetrics and Gynaecology, University of Cape Town 


So much has been written and spoken about cancer of 
the cervix that it must be exceedingly difficult for any 
one individual to keep abreast of all these writings and 
reports. What is more, no individual can have an inclina- 
tion in this direction, not only because of the danger of 
losing his individuality but also because there is such 
uniformity about these articles. Masses of figures are 
usually quoted and re-quoted with one school vying 
with the other over a percentage of two in 5- or 10-year 
surveys. It is singularly reminiscent of reports on 
puerperal morbidity rates before the appearance of 
sulpha drugs and antibiotics. Yet it is of the utmost 
importance that these papers should appear, for it shows 
that active thought and endeavour are constantly being 
hurled at cancer—at its prevention, early detection and 
treatment. There is little doubt that inroads are being 
made on the solution of the riddle of cancer. Anyone 
with a feeling for a fellow human-being who is a sufferer 
from this malady, must experience an urge to extend 
a helping hand but is immediately faced with the 
hopelessness of affording anything but possible 
temporary assistance. Nevertheless, there should not 
be mere pessimism in the approach to cancer. Most of 
the acute diseases have been subjugated. The chronic 
inflammations have received severe setbacks. Cancer is 
next on the list. 


THREE CLINICS 


In the attempt to come to grips with cancer of the cervix 
in Our unit at Cape Town, a number of teams have been 
established, working in different directions with different 
motives, yet with a central core correlating the work 


A paper read at the South African Obstetrical and Gynaeco- 
ogical Congress, Durban, July 1956. 


done in the study of cancer. In the Groote Schuur 
Hospital there is a happy relationship between the 
radiotherapeutic and gynaecological departments. Our 
constant aim is directed steadily towards the welfare of 
the patient. Their doors have always been wide open 
to us, as ours to them. A sound basic understanding 
exists. Obviously, their main aim is radiotherapy in 
general, whilst our interest in their department centres 
around their treatment of patients with gynaecological 
troubles. 

In the Division of Gynaecology the following clinics 
have been established (each with its own team): 
(a) Cervical erosion, (+) vaginal discharge, (c) endocrine. 
Each clinic works on its own problems but centrally a 
correlation of their work, with the emphasis on genital 
cancer, is being carried out. The major object of the 
vaginal discharge clinic is to find out more about the 
etiology, prevention and treatment of vaginal discharges." 
Centrally, a watch is being kept on their patients in 
order to assess whether those suffering from any particu- 
lar infection show more predisposition than others 
towards cancer of the cervix. It is well known that 
trichomoniad infections may give rise to false cancer- 
positive cytological interpretations. The work of the 
endocrine clinic? is being scrutinized for the possibility 
of the development of cancer of the uterine body in a 
certain group of cases. The main function of this clinic 
obviously is endocrine study. Erosions, their types, 


etiology and treatment, are studied in the erosion clinic.* 


Colposcopic examinations are made, Schiller’s iodine 
tests are performed as well as cytological studies of 
smears according to the techniques both of Papanicolaou 


1. Dr. F. N. Charnock 
2. Drs. S. B. Cooper and H. Muller 
3. Dr. D. Moore. 
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and of Ayre. In the erosion clinic, snips and circular 
biopsies are taken in clinically doubtful cases for the 
purpose of accurate diagnosis. Cytological studies from 
February 1955 to May 1956 have revealed the following: 


No. of patients examined - 821 
No. of smears studied 1,642 
No. 
Nature of Re port of Details 
Cases 
Positive .. ws 38 9 confirmed histologically 
5 showed no histological evidence of 
cancer 
24 being followed up 
Negative <« 1 cancer proved histologically. 
Doubtful. . ce ee 57 sufficient doubt to warrant histo- 


logy. 
62 repeat smears studied—all negative. 

No positive diagnosis of cancer is made and no treatment 
instituted before histological confirmation. Every patient 
with a clinically suspicious erosion or with a positive or 
doubtful smear-report is admitted to hospital for thorough 
biopsy under general anaesthesia. All histological studies 
are made by the Division of Pathology (University of 
Cape Town and Cape Provincial Administration). 

The following is an example of a type of case of great 
interest: 


a9 
4 


Mrs. J., 33 years old, visited the out-patient department in the 
middle of March 1956. She was referred to the erosion clinic, 
where a smear was taken and the endocervical canal and the 
erosion were cauterized. The smear report was positive for cancer. 
She was admitted to hospital early in May, when a snip was taken 
and no malignancy was revealed histologically. Late in May a 
further smear was taken; again it was positive. In June another 
snip was taken and cervical cone biopsy carried out. Innumerable 
sections were studied and carcinoma-in-situ was detected. Thorough 
histological appraisement of the uterus, cervix and vaginal cuff 
following upon further operation did not reveal carcinoma-in- 
situ; that is to say, the cancerous area had been completely re- 
moved by the cone biopsy. 

SOCIAL WORKER’S RESEARCH 

In addition to these teams a C.S.I.R. social worker on 
the radiotherapeutic staff* became intensely interested 
in the social aspects of patients with cervical carcinoma. 
With determination on her side and encouragement 
from the radiotherapeutic and gynaecological depart- 
ments and the Social Science Department of the 
University of Cape Town, she tackled the problem, 
revealing inter alia the following interesting data: 

(a) The number of cases of cancer of the cervix and 
of cancer of the breast in women of different races were 
as follows: 

1938-48 anp 1953-54 


GROOTE SCHUUR HOSPITAI 


White Coloured Valay Native 
Cancer of the Cervix 267 329 21 18 
Cancer of the Breast 403 187 28 12 


Note that in the Whites and Coloured respectively 
the ratio of the incidence of cancer of the cervix to that 
of cancer of the breast is reversed. 


4. Mrs. A. M. Strydom, working on a thesis for a 


degree in social science in the University of Cape Town. 
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(b) The ratio of the incidence of cancer of the cervix 
to that of cancer of the body of the uterus is 2 :] jp 
Whites and 10: 1 in Coloured. This roughly conforms 
to sociological reports from the United Kingdom. 

(c) The age-groups of the patients with cancer of the 
cervix were as follows:° 


CANCER OF THE CERVIX: GROOTE SCHUUR HOSPITAL, 1938-54 
Age White Coloured Total 
Under 40 is - - %6 222 318 
40-50 ea wi we a 151 221 372 
50-60 sue ea a <a 148 142 290 
60-70 - 7 we wi 84 66 150 
70 and over = o - 31 22 53 
Total “ i we 510 673 1,183 


The graph of these figures is shown in Fig. |, 
demonstrating (1) the rapid decline in the number of 
cancer sufferers after the age of 50, and (2) that the 
Coloured outnumber the Whites up to the age of 50, 
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Cancer of the cervix, Groote Schuur Hospital, 1938-54. 
Coloured .......000 : 


(d) A similar graph, but showing the younger age- 
groups separately, demonstrates the more rapid rise 
in the number of Coloured sufferers up to the age ol 
50 as compared with the Whites. This graph covers the 
years 1938-48 and 1953-54. 

(e) The next table compares the patients with cancer 
of the cervix (by race) and controls in the gynaecological 
wards and the general wards respectively as regards 
their habits of sexual intercourse. 


5. Mrs. A. M. Strydom and Dr. R. D. Tucker. 
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Fig 2. Cancer of the cervix, Groote Schuur Hospital 1938-48 
ind 1953-54. White COIOUTER agccccceces 
CANCER OF THE CERVIX : GROOTE SCHUUR HOSPITAL 
APRIL TO NOVEMBER 1955 
Ca.of Gynaec General 
Cervix Control Control 
nterce pelore 20 White 40 26 24 
Coloured 73 37 38 
Marriage before 20 White 37 25 24 
Coloured 40 19 26 ' 
Marriec 20 ears White 66 54 52? 
Coloured 61 33° 53 
Frequenc { Intercourse 
3x or more weekly White 37 23 18 
i oloured 43 21 17 
Extra-mariti relation- 
ships White 4 0 2° 
Coloured 34 20 8° 


One feature of these figures is that more patients who 
suffered from of the cervix gave histories of 
having experienced sexual intercourse at an earlier age, 
more frequently, for a longer period of time, and possibly 
with more partners, than did adequate control groups 
both in the gynaecological and general wards. Cervical 
cancer may yet be proved to be a virus disease trans- 
mitted by sexual relationship. 


cancer 


Ina st y of this nature, many interesting stories and features 
are brought to light. For instance, a Malay (a sect allowing 
olygamy) had two wives; one died of cancer of the cervix and the 
ther shortly afterwards was diagnosed as, and received treat- 


ont fi 


ical carcinoma. He was asked to call for an examina- 
m. A clean, fine man presented himself 


could be detected. He volunteered that he knew the 


] 


circumcised, and no 
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reason for the examination, i.e. we were after finding out how and 
why his wives had developed cancer 


TREATMENT 


Once invasive cervical cancer is diagnosed, the usual 
urinary and blood investigations are carried out. The 
patient is then kept in our wards but handed over to the 
radiotherapists. The Stockholm method is, generally 
speaking, the one employed. Rotational therapy is 
reserved for the more advanced cases. Two months 
after the completion of radiotherapy, patients are 
re-assessed in order to evaluate whether operative 
should be instituted. The criteria for 
operative interference are difficult to outline. It is 


procedures 


factual that a large proportion of these patients have 
glandular involvement. In spite of the arguments against 
the combined radiotherapeutic and surgical approaches, 
it seems reasonable to us to make as sure as possible of 
eradicating the local manifestations of the disease. With 
this object in view, in most cases (and without selection) 
radical hysterectomy and yet more massive procedures 
following upon radiotherapy have been the treatments 
of choice. Obviously, surgery is also resorted to when- 
ever radiotherapy is contra-indicated. 

Pre-operatively, complete electrolyte studies are made 
as well as thorough clinical and radiological investiga- 
tions. The anaesthetist also examines the patient 
thoroughly. Compatible blood is at the ready. In 
addition to administering anaesthesia, keeping abreast 
of shock is one of the anaesthetist’s prime objects. 

The nature of the operation depends upon the extent 
of the disease. This can only be thoroughly assessed 
once the abdomen is opened. With kindly surgery, good 
anaesthesia and resuscitative measures, there is no need 
to lose a patient on the operating table—no matter what 
the extent of the operation. There is no need for the 
surgeon to be proud. Blood is transfused soon after the 
onset of operating and regulated according to the 
patient’s need, as judged by the anaesthetist and surgeon. 
Often it is deemed best to have two teams working 
simultaneously: e.g. when abdomino-perineal resections 
are done. (The abdominal team assesses the extent of 
the disease before the perineal team commences.) At 
other times one surgeon may do the exenteration and 
leave the niceties of ureteric transplantation or the 
construction of an ileal bladder to a fresh surgeon. My 
colleague the Professor of Surgery (Professor J. H. 
Louw) and I have worked together at exenterations with 
lymphadenectomy, whether performed for cancer of 
the cervix or the rectum. 

With increasing experience greater attention is paid to 
the preserving of blood supply wherever and whenever 
possible; e.g. in the Wertheim type of operation the 
superior vesical arteries are dissected out and conserved. 
This might be an explanation for the minor incidence 
of ureteric lesions post-operatively. A good way of 
dealing with the ureters when an anterior exenteration 
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is done is by tying polythene tubes into the ureters and 
collecting these through the anus (Fig. 3). An ordinary 
curved packing forceps is inserted through the anus, 





RECTUM 
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Fig. 3. Low-pressure suction from ureters. 

its point being directed by the surgeon. When the site 
of transplantation is reached the forceps are gently 
opened and the incision made over its beak. The 


MEDICAL JOURNAL 


29 September 1956 


polythene tube is inserted into the beak and the instru- 
ment is gradually withdrawn. The same procedure is 
carried out on the other side. Once the patient is back 
in the ward, both tubes are connected to gentle con- 
tinuous suction. The fluid balance can therefore be 
accurately assessed from the first post-operative moment, 
An interesting feature is that the kidneys do not shirk 
their functions, that is to say, equal amounts of urine 
are secreted. The polythene tubes are either extruded 
on their own or removed on the 5th post-operative day, 
By this time the patient should be well over her first 
electrolyte hurdle. 

Posterior exenterations are fraught with urinary 
complications. It must be borne in mind that the bladder 
almost invariably becomes attached to the sacrum. The 
organ’s anatomy is grossly disturbed, and hence it is 
understandable that its function may be thrown out of 
gear. After this operation patients experience great 
difficulty in initiating the act or completely emptying 
their bladders. In dealing with the ureters in complete 
exenterations, the construction of an ileal bladder— 
again with polythene tubes conducting urine from the 
ureters through the ileal bladder to low-pressure suction 
—has been done. In one patient the left ureter 
sloughed, causing her great distress, the urine just 
draining through the peritoneal cavity to the perineum. 

After the operation all these patients are lifted off 
the theatre table onto their warmed beds brought into the 
theatre. Multiple bodily movements which add to shock 
are thus eliminated. 


OPERATIVE RESULTS 


The results of these major surgical procedures up to 
the end of May 1956 are as follows: 


1. MAJOR OPERATIONS FOR CARCINOMA OF THE CERVIX 


Operation No. 

Radical Hysterectomy - , - 7 oa 81 
Anterior Exenteration ‘ re = ~ os 6 
Posterior Exenteration , - oa - ws 6 
Complete Exenteration 5 
Schauta 2 
Total .. os Sie ss - - 100 


Surgical Urinary Post-operative 


Complications Age Deaths 

V.V.F. Ureteric Oldest Youngest Before Before 
5 days 1 month 

0 l 76 24 0 | 

0 0 66 43 0 0 

2 2 62 31 | | 

0 | 57 32 1 2 

0 0 61 57 0 l 

2 4 — — 2 Cn 


In all cases, with the exception of those on whom the Schauta’s operation was done, pelvic lymphadenectomy was performed. 


> 


Operation No. 


Cancer of the Uterine Body 
Radical Hysterectomy .. - al os = 14 
Cancer of the Vagina 
Radical Hysterectomy .. an i aa a 2 
Posterior Exenteration 


Cancer of the Rectum 
Posterior Exenteration .. ad as bie a 5 


In all these cases pelvic lymphadenectomy was performed 


2. MAJOR PELVIC OPERATIONS FOR CONDITIONS OTHER THAN CARCINOMA OF THE CERVIX 


Deaths 
Before Before 


Age Urinary 
Complications 


Oldest Youngest V.V.F. Ureteric 5 days 1 month 
64 47 0 0 0 0 
$7 44 0 0 0 0 
47 0 0 0 0 
58 42 I 0 0 0 
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— The total major pelvic surgical cases (personal series) which is a progressive growth, with inevitable additional 
ms k gone in the Groote Schuur Hospital up to the end of secondary inflammatory reaction. Staging in diseases 

" May 1956 read as follows: like syphilis can be understood, i.e. although the 


= causative organism is constant, the disease goes through 
oth a F pecan poate what may be compared with the egg, caterpillar, pupa 
shirk Operation 0. i —, and butterfly stages. These are clear cut, different 
dine Whitest taterecteney - - manifestations. Staging has played its part in the 
uded Sooaler Suemtecntion .. 5 6 0 0 evolution of the study of cervical cancer. It has indicated 
. day Posterior Exenteration a 12 1 | that the earlier the disease is diagnosed and the sooner 
first | Complete Exenteration 7 5 1 2 treatment is instituted the better are the results; but 

TSt Tt Schauta 2 0 I obviously there are many exceptions to this general rule. 
nn Total. 7 aes 5 . By these studies it is hoped that yet earlier symptoms and 
inary a ~ signs of cancer of the cervix will be elicited and possibly 
= pointers towards establishing etiological factors will be 

e 


These figures forcibly demonstrate the fact that with found. Treatments today vary only in intensity and 


it is . oe ‘ aate : ‘ enti r dice: 

Bo of modern anaesthesia and resuscitation, no matter what emphasis, but not in nature. Prevention of disease 
great | the size or age of the patient, operative hazards can be Should be our y eran a aim. ye te gore 
tying | overcome. With due attention to the conservation of measures and doctrines did not eliminate venerea 


. disease. It is penicillin that has given it the hardest 
blood supply, bladder and ureteric lesions may be wear Mog . 3 
iplete ak, uPP a a Sa toa ; ‘ 7, knock. It is therefore towards the cure of cancer that 
der— | minimized. It is to be emphasized that these patients nea ai per set Pee 
ca unselected esaem. The cule eatinain ent taal workers are mainly striving. In the meantime the best 
n the | area ee zach oo ae 4 oo ve ate methods at our disposal—be it a combination of 
ction | upon were those who refused operation and those who  nethods—should be used. 
ureter | suffered from an additional complication, making the 
> just | slightest operation an extremely hazardous undertaking. 1 wish to thank the Superintendent of the Groote Schuur 
1eum. one ¢ is paper has anv reference bee ade Hospital, Dr. N. H. G. Cloete, and the head of the Radiothera- 
Nowhere = thi — h = arid reference been made peutic Department, Dr. J. M. Grieve, for their kind cooperation; 
d off | to the stage of the disease. Staging, to my mind, carries _ my colleagues for referring these patients to me; registrars, house- 
to the with it too many variables. Because of the very nature men and the nursing staff for the excellent attention paid to all 
shock of things, human interpretations of clinical signs are not the details in every patient; to the C. Louis Herman, Fourcade 


; : age ens : and Staff Research funds for the financial assistance given towards 
consistent. Furthermore, it is difficult to stage a disease this work. 


up to THE TREATMENT OF CHRONIC ADHESIVE OBSTRUCTION BY 
THE NOBLE PROCEDURE 


A. LEE McGrecor, M.Cu. (EpIN.), F.R.C.S. (ENG.). 


ive Consulting Surgeon, Johannesburg General Hospital. Honorary Research Associate, Department of Surgery, 
ies University of the Witwatersrand 
nonth , . , 
The subject of peritoneal adhesions is a well-worn one, are adhesion formers or have a ‘diathesis’ in this respect. 
0 with a voluminous literature. It is a concern to many _ It is quite unknown why this should be so. It is, however, 
! patients and to many surgeons. The reason for this indisputable that the majority of cases of adhesion are 
: article is the presentation of a group of cases of recurring the outcome of surgical trauma. Boys' in reviewing 
threatened obstruction due to adhesion formation. the matter, points out that peritoneal adhesions have 
5 These patients were dealt with by the surgical staff of been recognized as an entity for over a century and a 
ait the writer’s unit at the Johannesburg General Hospital, half. The etiology and pathology have been understood 
mee. and in private practice. since the beginning of the century. Duff, in a personal 
iii communication to Boys, tabulated during several years 
/ GY abi” » : . oe . 
ee : the incidence of all adhesions, significant or not, which 
In response to irritation of various kinds the mesothelium he found during routine autopsy. He found adhesions 
efore of the peritoneum reacts by proliferation, and the in 90% of persons who had had abdominal operations 
nonth subjacent tissues by an inflammatory response, which performed and in 30°{ of those who had not. Inthorn? 
is usually proportional to the amount of irritation or quotes Naegeli, who carried out pneumoperitoneum 
0 violence to which the area is subjected. This is well on 148 cases who had had previous laparotomy. Between 
illustrated by the ability of the omentum to wall off 80 and 90% of these cases gave radiological evidence 
0 infection or foreign bodies. The great majority of such of intra-abdominal adhesions. When operated on 
0 adhesions, having possibly served a useful purpose, subsequently adhesions were found in substantially 
, cause no harm and are often resorbed by natural the same percentage of cases. Payr is quoted by Inthorn 


Processes of repair. The minority, however, may lead to the effect that 3-5°% of all major laparotomies are 
to much suffering and grave and recurrent surgical for intestinal obstruction and 30 to 40° of these are 
problems. It has long been recognized that some people caused by adhesions. 
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Wangensteen*® found appendicectomy the most fre- 
quent cause of adhesive obstruction following operation. 
About half of these cases had required drainage at the 
time of the removal of the appendix. Operations on 
the female pelvic organs were the next commonest 
cause of adhesion formation. Becker,’ however, in 
reviewing 412 cases of acute adhesive intestinal obstruc- 
tion covering a 10-year period found that gynaecological 
operations were responsible for 34-3°, of the cases and 
operations on the appendix for 28-3°%, 

In reviewing the prophylaxis of adhesion formation 
Boys concluded that the only factor emerging is the 
importance of trauma and infection. 

The matter stands thus: In the voluminous literature 
on the subject of adhesions it had been insufficiently 
stressed that the ability of the outer covering of the 
bowel and of the omenta and mesenteries to form 
adhesions is primarily a protective one and has made 
abdominal surgery possible. Thus the danger zones 
in abdominal operations are the uncovered retro- 
peritoneal areas, such as the posterior surfaces of the 
duodenum, vertical colons and rectum. Oesophageal 
suture is more hazardous to the patient than suture 
of intestine because the former is devoid of a peritoneal 
coat. In 24 hours the serosa to serosa suture of a 
gastro-enterostomy is watertight because of the reaction 
of the covering to the trauma of the suture. 
For that reason also the surgeon uses a fine catgut for 
bowel suture because an animal protein suture material 
acts as an irritant and encourages the peritoneal mesothe- 
lial covering of the viscera to bury the offending material. 


serosal 


Wangensteen® stresses the fact that the formation 
of adhesions is a reparative process in response to 
trauma to a serous surface and therefore the surgeon's 
aim should be limitation and not prevention of the 
process. 

The insult to the peritoneum may be (a) infective or 
(b) traumatic, which in turn may be chemical or due 
to violence. Infection 
antibiotics, come under such excellent control that 
deaths from acute appendicitis for instance have become 
rare. 

The commonest cause of violence as applied to the 
abdominal contents is surgery, and there can be no 
question but that the chief causes of peritoneal adhesions 


arise from this cause. The theme that a dia- 
thesis exists in regard to the formation of ad- 
hesions is supported by all surgeons of experience 


and must be accepted, though no adequate explanation 
is forthcoming. The mere fact of working in the 
peritoneal cavity, however gently, will cause adhesions 
to form, but the degree and extent of the ensuing 
reaction are directly the responsibility of the operator. 

Minimal handling of tissues, great gentleness in 
manipulations, avoidance of forcible retraction, the 
use of wet instead of dry swabs, and thorough washing 
of the gloved hands to remove powder, are mandatory 
if the surgeon’s job is to be efficiently performed. Mass 
ligatures and the use of unsuitable suture material are 
a prolific cause of adhesion formation. The experienced 
surgeon is surprised, not because adhesions form, but 
because—infection apart—so little trouble ensues from 


MEDICAL 


has, since the introduction of 
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adhesion formation in the extensive abdominal surgen 
which is practised today. ; 


CHRONIC ADHESIVE OBSTRUCTION 


Whether due to infection or to ‘diathesis’ or to surgica] 
trauma there exists a group of cases where adhesions 
cause obstruction. Often the story is that of a young 
woman, not infrequently a nurse, who has had abdominal 
pain. Some of these sufferers are visceroptotics and the 


pain is a lateral one due to caecal drag. An unwise 
appendicectomy in such cases may set the process 
going. Pain recurs—and an operation is done for 


‘adhesions’. These are freed and before long the condition 
is worse, the pain more severe. Many cases have had 
a whole series of operations. The patient suffers from 
chronic adhesive obstruction and becomes a regular 
and dreaded visitor to the ward and only too often a 
drug addict. The handling of such cases has presented 
a considerable problem. Each recurrent bout of obstruc- 
tion leads to the formation of a fresh crop of adhesior 
It is here that Noble’s work has been so valuable. 

THE CONTROL OF 


ADHESION FORMATION 


In 1937 Noble® introduced his method of controlling 
the formation of adhesions. Should an area of bowel be 
deauded of its surface mesothelium and _ adhesion 
between it and adjacent tissue be inevitable, the damaged 
area is covered by attaching two lengths of bowel 
together by bending one on the other, much as a jointed 
rule is bent when folded. With fine catgut the parts 
of the mesenteries concerned are sutured together, 
beginning at the root of the mesentery. When this 
suture is complete, the two limbs of bowel now lying 
in contact are sutured together at their anti-mesenteric 
borders. In this manner the injured area of bowel is 
covered by uninjured intestine and adhesion takes 
place in such a manner that no subsequent harm from 
mechanical cause can ensue. Furthermore, Noble has 
shown by observation in his cases that there is no 
resultant interference with normal bowel motility. The 
method has been used by him in several degrees: 

|. As it effects a single area of bowel injury where a 
local plication only is necessary. 

2. As it effects several separated 
several plications may be required. 

3. In cases where plication of the entire jejunum and 
ileum is necessary. 

Noble® draws attention to the dangers following 
bursting of the low or pelvic appendix. In such cases 
peritonitis and sepsis result in multiple areas of ccn- 
stricted bowel, distension and obstruction. In_ such 
cases he carries out appendicectomy with pelvic drainage. 
Where after 2-4 weeks distension, tenderness and 
perhaps fever continue, a second operation is done. 
Abscesses are evacuated, all adherent portions of bowel 
are liberated and the small bowel is plicated where Its 
surface has been damaged. This may mean the entire 
length of the small intestine. 

Ripstein, McDougall and Thompson’ in experiments 
in dogs confirmed Noble's findings that adhesion 
formation was less after plication. Lord* analysed his 
results in Il operations of plication for recurrent 


injuries where 
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jdhesive obstruction. The results were excellent in 6, 
? were improved, 3 failed. 

We have not had occasion to put Noble’s work into 
practice in the more acute cases. With increasing 
ynowledge of the blood chemistry and fluid and nitrogen 
balance, together with the use of antibiotics, adhesion 
formation causes difficulty in but a small minority of 
ses. Where we are indebted to Noble is for his ap- 
sreciation of the principle of taking control of adhesions 
that they do not take control of the patient. The 
atter is precisely what happens in cases of chronic 
dhesive obstruction and in such cases the Noble 
principle is applied. Noble* furthermore stresses the 
mportance of removing erroneous concepts regarding 
struction; the ileus that follows peritonitis from 
ippendicitis is mechanical and he denies the probability 
f adynamic or paralytic ileus where there is or has 
been peritonitis. 


The Noble Plication Operation 


The case of chronic obstruction due to adhesions 
shich does not respond to Wangensteen suction despite 
the establishment of fluid and electrolyte balance is a 
candidate for the operation. So too is the patient who 
suffers from repeated attacks of threatened obstruction. 
The procedure is as follows: The patient is prepared 
for surgery by attention to blood and fluid needs. The 
bowel may well be opened during the operation. It is 
prepared by giving sulphathalidine for 4 days prior 
io surgery. The dosage is } g. per kg. body-weight 
per day. A quarter of this dose is given by mouth each 
6 hours. To secure proper concentration in the gut 
the first dose given is half the total for the first day. 
Doctors have often been surprised at the magnitude of 
the dose. It is perfectly safe and no trouble has resulted 
from its use in hundreds of cases of operations on the 
testines. 

The abdomen is opened by a long vertical incision. 
\ll adhesions are freed. They involve mainly small 
bowel in part or most of its extent. This is a time-taking 
procedure which must be meticulously carried out, 
until the gut is free from duodeno-jejunal flexure to 
cecum.  Plication then commenced from above. 
The first 6 inches of jejunum is placed parallel with the 
next 6 inches. The mesentery is then approximated by 
nterrupted sutures placed } inch apart and using 000 
catgut on an atraumatic needle. When this is completed, 
the two lengths of bowel now lie side by side. They 
fe approximated at their mesenteric borders in the same 
yay. Care is necessary to avoid pricking of vessels 
vhich would cause haematoma formation. The adjacent 
‘inches of bowel is then applied to the length above 
nthe same way and this process is continued until the 
entire small bowel is plicated in concertina fashion 
Fig. 1). It is important that the folded leaves of mesen- 
tery be sewn together; we have seen the procedure fail 
irom neglect of this precaution. 
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The peritoneum is closed with No. | 
atraumatic needles. At each inch of the continuous 
suture a reinforcing stitch is put in. The rectus sheath 
is sutured with continuous 32 alloy steel wire. The 
skin is closed with linen. Suction and parenteral feeding 
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Fig. 1. Showing the detail of suturing in intestinal plication 
are established. The suction ts discontinued when 
flatus is passed. 

Convalescence may be trying to the patient. Stay in 
hospital may be two to three weeks. 

AUTHOR'S CASES OF RECURRING ADHESIVE OBSTRUCTION 


Cases of recurring adhesive obstruction are dreadful 
surgical problems and are fortunately not common. 
This analysis is based on 6 cases, 4 of which came under 
my direction in my service at the Johannesburg General 
Hospital, the other 2 in private practice. 


Cas | 


Mrs. M.M.L. was seen in hospital in 1951. She was 28. She 
had been operated on for appendicitis in 1945. Subsequently she 
suffered intermittently from abdominal colic. In 1949 an operation 
for intestinal obstruction was carried out elsewhere and an ileo- 
transversostomy performed. Since then she had suffered greatly 
from crampy abdominal pain and was admitted to hospital on 
several occasions for threatened obstruction, being temporarily 
relieved by conservative treatment 

In 1951 she was admitted to the Johannesburg General Hospital 
under my care. She was suffering from subacute obstruction of 
the small gut. She was a thin young woman who had lost weight 
from long-continued abdominal pain She was vomiting on 
admission. Examination showed several abdominal scars and 
wide-spread tenderness round the central areas of the abdomen 
Examination was not otherwise noteworthy. She improved on 
conservative measures. Radiographic studies of the alimentary 
canal showed stagnation of barium in the caecum. The diagnosis 
was post-operative adhesions complicated by recurrent attacks 
of threatened obstruction 

Operation was carried out on 
was prolonged, taking 3} hours 
extensively adherent to 


15 June 1951. The procedure 
The small bowel was widely and 
itself and to the abdominal wall and 
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pelvic viscera. It was opened in the process of freeing adhesions. 
rhe ileo-transverse colostomy was undone. Because of the density 
of adhesions involving the terminal ileum, this part of the bowel 
was cut through, the distal end closed and the proximal limb 
anastomosed end-to-side to the ascending colon after large barium 
scybala had been evacuated. The entire length of the small bowel 
was then plicated. 

Convalescence was stormy. Ultimate recovery was complete 
and she was discharged on 3 July 1951. She reported back on 
23 October 1951 feeling very well and having gained 15 Ib. in 
weight. 

Comment. This young woman having undergone an appendix 
operation in 1945 suffered severely from threatened or actual 
adhesive obstruction of the small bowel. Total plication was 
performed in 1951. 


Case 2 


Mr. A.P.K. was 48 years old when admitted to the Johannesburg 
General Hospital in 1949. He was in sheltered employment. 
There was a long surgical history, summarized as follows: 

1. 33 years ago operation for appendicectomy. 

2. 20 years ago a colostomy was done for prolapse of the 
rectum, which was closed a year later. 

3. 1947: Emergency operation for intestinal obstruction. 

4. 1948: Emergency operation for intestinal obstruction: 
caecostomy done. This was closed 2 months later. 

5. September 1948: Re-admitted for threatened intestinal 
obstruction. 

6. March 1949: Re-admitted for threatened intestinal obstruc- 
tion. 

In May 1949 he returned to hospital and was admitted to my 
service. He stated that abdominal pain had been almost continuous 
since his previous admission. At this time he was eating poorly 
and was constipated. There was nocturia. 

There were many scars on the abdominal wall and an area of 
paper-thin skin over a left-sided incisional hernia. Further in- 


vestigations were not relevant. The diagnosis was extensive 
abdominal adhesions. It was decided to carry out the plication 
procedure. 


Operation was carried out on 23 May 1949. The approach 
was through an extensive right paramedian incision. There were 
extensive adhesions matting together abdominal wall, small 
bowel and surrounding structures. These were liberated until the 
small bowel was quite free of adhesions. Total small bowel 
plication was performed. Moderate shock followed operation. 
There was some sloughing of skin overlying the suture line owing 
to the poor condition of the integuments. In two months the 
wound was healed. During his stay in hospital he suffered 
occasional abdominal cramps, which were thought to be colonic 
in origin. 

In January 1950 the patient was readmitted with abdominal 
pain and vomiting There was neither distension nor rigidity. 
The condition responded rapidly to conservative measures. 

In March 1950 he was again in hospital because of an attack 
of pain which lasted a few hours. This cleared up after an enema. 
His bowels were functioning normally and he was otherwise well. 

On 25 September 1951 he was readmitted complaining of ab- 
dominal pain, which was cften preceded by vomiting. The pain was of 
epigastric origin, radiating to the hypochondria. Bowel habits 
were regular. He had lost some weight owing to poor appetite. 
He suffered a good deal from headache. Urinary frequency had 
increased. 

On examination at that time the abdomen was generally 
distended, though soft. He was thought to be suffering from 
subacute adhesive obstruction. He responded in 2 days to con- 
servative measures, 

As the patient suffered a great deal of pain it was decided to 
remove afferent pain impulses by sympathetic denervation 

On 29 October 1951 left-sided splanchnicectomy, together with 
removal of ganglia thoracic 9 to lumbar 2 inclusive, was performed. 
Recovery was uneventful. The patient refused the second-stage 
procedure and signed himself out of hospital on 15 November 1951. 

On 18 November 1953 he was readmitted under a physician, 
suffering from myocardial infarction. It is of interest that he 
stated he had been yellow on 3 occasions and had twice felt pain 
in the right hypochondrium. There was no abdominal tenderness 
or guarding. He had been eating well until 3 months ago and 
bowel function was normal. 


Comment. This case conforms to the general pattern, where 
an abdominal operation is followed by widespread adhesions 
leading to attacks of actual or threatened obstruction for which a 
number of adhesion-freeing operations have been done. The 
plication procedure carried out in 1949 may not have completely 
succeeded. This is open to question since the patient had symptoms 
suggestive of biliary-tract disease and a left-sided incisional hernig 
which may have caused the pain. The sympathetic denervation 
of the left side of the abdomen finally removed all pain except for 
the attacks in the upper right abdomen associated with jaundice. 
This is of considerable interest because it would seem to have 
functioned by soft-pedalling sympathetic activity, removing 
incoordination or peristalsis, and thus relieving spasm. It cannot 
have acted by cutting off all centripetal pain-impulses from the 
small gut, for this structure is bilaterally innervated. Here an 
observation of Wangensteen” is of interest. He emphasizes the 
well-known fact that many cases of adhesive obstruction are 
morphine addicts. This drug causes constipation, and intestinal 
spasm and not obstruction may be the cause of the abdominal 
pain. The success of suction with an in-dwelling tube in many 
cases may be due to relief of spasm by reduction of tension in 
the gut. 


Case 3 


Mr. F. V. du T. was 21 when, in December, 1947 he sustained a 
bullet wound of the abdomen. At operation several bowel per- 
forations were sutured and a colostomy performed. This was 
closed in January 1948. In August 1949 an operation for small-bowel 
obstruction was performed in Rhodesia. He complained of 
colic on occasions and was readmitted in November 1949 with 
symptoms of small-gut obstruction, which responded to conser- 
vative measures. He refused the plication procedure. His symptoms 
continued and in February 1950 plication of the small bowel was 
carried out. There were two admissions for colicky pain soon 
after the operation. In May 1950 he was again admitted with 
sudden severe pain associated with vomiting. This did not respond 
to treatment. Operation on 2 June 1950 disclosed gangrene of a 
foot of small bowel, the mesentery at its base being constricted by 
a fibrous band which had cut off the blood supply. The small 
gut could not be delivered because of the previous plication 
procedure. The convalescence was stormy. The wound broke 
down and several bowel fistulae formed. He was discharged at 
the beginning of September 1950. 

On 4 February 1953 he was readmitted with signs of large bowel 
obstruction. Laparotomy disclosed no obstruction, but blood in 
the bowel for which no explanation was forthcoming. He was 
discharged a fortnight later. 

There have been no further admissions. The patient has been 
seen on several occasions and is well. 

Case 4 

Mrs. M.E.P. had undergone a Caesarean section in November 
1949. When admitted in January 1950 she suffered from uretero- 
vaginal fistula, which was cured by a right nephrectomy. 

She was admitted to my wards in August 1950 with the history 
that she had undergone an operation for ectopic pregnancy 
and retroversion of the uterus in 1935. She vomited so persistently 
after this operation that the abdomen was reopened a week later 
and a foot of small bowel was resected. She was fairly well for 
5 years. Then abdeminal pain began again and in 1940 operation 
was carried out elsewhere. Numerous adhesions were freed and 
uterine fixation was again performed. After this abdominal pain 
rarely left her and she spent two months in hospital in Durban 
in 1947, during which time a further segment of bowel was resected. 
In April 1950 she was in the Princess nursing home in Johannesburg 
for a week suffering from abdomina! pain. When, in August 
1950, being then aged 42, she came into my wards, abdominal 
pain was again the cause. The diagnosis was threatened obstruction 
due to adhesions. X-rays were not helpful. 

On 27 August 1950 the heavily-scarred abdomen was explored 
A solitary small adhesion was found. No plication was done 
A hole in the left broad ligament was repaired and another opening, 
leading through the great omentum into the lesser sac, was also 
sutured. She was well after this operation. She was readmitted 
to another unit on 6 March 1951 complaining of pain in the 
nephrectomy wound. A mass was felt in the right loin. Exploration 
of the abdomen disclosed the mass to be the right lobe of a ptoste 
liver. No cause for the pain was found. 
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Comment. This case illustrates the fact that though the abdomen 
had been subjected to so much surgical violence, it was quite 
capable of putting its own affairs in order and resolving adhesions. 
Another point is that abdominal pain in the presence of numerous 
laparotomy scars does not necessarily mean that adhesive ob- 
struction is the cause. Recurrent self- reducing internal herniation 
was the cause in this case. 


Case 5 

Mrs. J.G. was referred by Dr. H. 
first seen in July 1953 she was aged 47. In 1944 ureteric dilatation 
had been done. She had undergone cholecystectomy in 1946. 
For 2 years before my seeing her she had suffered recurrent attacks 
of ‘terrible’ colic associated with vomiting and constipation. She 
suffered lesser attacks between the main ones, though the intervals 
between the latter were diminishing. She had had 8 children, of 
which 6 were alive. 

On examination no gross abnormality was found. The diagnosis 
made was threatened obstruction due to adhesions. Radiography 
of the alimentary tract and an intravenous pyelogram were not 
informative. She was put on conservative treatment and sent 
home. She returned a month later because the symptoms were 
continuing. 

On 11 August 1953 an old scar was excised through a long 
paramedian incision. The small bowel was so densely adherent 
to the scar that it was lacerated in several places. An area of 18 
inches of small bowel was resected and an end-to-end anastomosis 
was performed. No adhesions were present. There was no bile-duct 
pathology. Nothing further was done. 

She was weil for 6 months, after which abdominal pain began 
again and was becoming worse, though she was eating well and 
putting on weight. There was a hernia present in relation to an 
old mid-line scar. Symptoms were ascribed to adhesions. 

On 13 May 1955 laparotomy was done. The entire length of 
the small gut was involved in adhesions. Their liberation was 
difficult. The small gut was ultimately completely freed of adhesions 
and plicated throughout its length. Convalescence was smooth. 
She has remained well since. 

Comment. The main feature of interest in this case lies in the 
fact that at the first operation the cause of the symptoms was 
removed, leaving a peritoneal cavity free of adhesions. Within 
a few months the entire small gut was plastered with them. 


Case 6 


Miss M.A.B.Z. was referred by Dr. C. Gotlieb of Johannesburg 
in October 1955. She was 48 years of age, and held an important 
secretarial position. In 1935 she had a ‘chronic’ appendix removed 
for biliousness and vomiting. She was well until 1946, when hyste- 
rectomy for fibroids was carried out. Within 9 months a laparotomy 
was performed for adhesive obstruction. A year later she was 
again operated on for a similar reason. Two years after this a 
third operation for adhesive obstruction was done. Soon attacks 
of pain and vomiting recurred. Two operations were carried out 
for the same reason, including an ileostomy, which took months 
to heal. Symptoms recurred quite soon and were getting worse. 
She complained of a constant burning abdomina! pain and on 
frequent occasions of colic. She vomited most days. The pain 
required pethidine for its relief. She was very constipated. She 
had lost much working time. 

She was a stout woman in good general condition. Many 
abdominal scars were present. The abdomen was generally 
tender with much noise on auscultation. There were no other 
relevant findings. Porphinuria was excluded. The diagnosis was 
extensive intra-abdominal adhesions involving the parietal peri- 
toneum 

Operation on 4 November 1955 disclosed dense adhesions 
involving abdominal wall, bowel, mesenteries and adnexa. These 
were liberated, those to the upper jejunal coils causing much 
difficulty. Total plication of the small gut was then carried out 
The procedure was a severe one and convalescence was difficult. 
Suction and parenteral feeding were necessary for 10 days A 
walled-off intraperitoneal abscess presented in the upper part of 
the wound. It was opened and soon healed. She was home in 
3 weeks 

When last seen in February 1956 sh: was recovering from a 
Severe atiack of influenza. The abdominal condition was satis- 
factory. Her bowel function she described as ‘wonderful’. 

Her present condition: The patient states that she is very well, 


Javen of Koppies. When 


VIR GENEES 


KUNDE 941 


enjoys her food and has no abdominal symptoms, and that the 
bowel habits are normal. 

Comment. The case illustrates the protracted suffering and 
surgical vicissitudes of sufferers from adhesive obstruction. It 
also teaches the surgical difficulties implied in the condition and 
the need for ‘taking control’ of the adhesions earlier. 


DISCUSSION 


The analysis of the foregoing cases indicates the gravity 
of the problems with which the surgeon is faced in 
dealing with post-operative adhesions. There is first 
the matter of diagnosis. This was wrong in cases 3 


and 4. Having diagnosed adhesions as the causative 
factor in threatened obstruction, how long should 
conservative measures be continued with? In the 


absence of any signs of shock or blood loss Wangensteen 
drainage with parenteral feeding will often produce 
remission. The danger of continuing too long with 
such methods is appreciated and in 2 cases in the 
writer's service (not due to adhesions) conservative 
measures were continued for over 24 hours in the 
presence of unsuspected gangrene of a loop of bowel. 
Nice judgment, repeated careful examination, and 
close observance of the pulse rate, supply the best 
indications if and when to operate. 

When laparotomy has been decided on and the 
diagnosis of adhesions as the cause of the trouble has 
been confirmed, what should be the extent of the 
operation? If the adhesions are very limited in extent, 
then there is place for local plication. If, however, they 
are considerable and involve several feet of smal! gut, 
then total plication should be carried out. It is also 
clear that should obstructive symptoms recur after one 
operation for the relief of adhesions then total plication 
should be done if the laparotomy shows adhesions to 
be the cause of the patient’s symptoms. 

In regard to operation itself Noble advised that the 
walls of the peritoneal pockets between the lengths of 
plicated bowel should be sutured together. Failure to 
adhere to this injunction was the cause of further 
obstruction in case 3. Finally, with the knowledge 
that there is no substance of proved value in preventing 
the formation of adhesions, it remains for the surgeon 
to exercise al! possible means to inflict minimal trauma 
on his incursions into the abdomen. 


My thanks are due to Messrs J. Wolfowitz, 
Pencharz, Mr. L. Mace David, Mr. H. 
Leonsins, and Mr. B. Shaff, members of my unit in Ward 19, of 
the Johannesburg General Hospital, for their care and skill in 
dealing with some of the cases mentioned. I am grateful to Dr. 


the late Mr. J. 
W. Gordon, Mr. A. J. 


E. A. Thomas of Springs for the illustration. 
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SPONTANEOUS COMPRESSION OF THE MEDIAN NERVE IN THE 
CARPAL TUNNEL 


J. A. Beyers, M.D. KLIN. (PRET.) 
and 
M. P. Keet, M.B., Cu.B. (CAPE Town) 
Bethlehem, O.F.S. 


Numbness, tingling and pain in the hands, sometimes 
associated with weakness and wasting of the small 
hand-muscles, is a common condition. Many cases 
of this symptom complex have been diagnosed, depend- 
ing on the fashion at the time, as cervical rib, scalenus 
anticus, thoracic inlet or costo-clavicular syndromes. 
At the present time the popular diagnosis for similar 
cases is cervical disc disease. A common cause of this 
symptom complex is, however, compression of the 
median nerve under the flexor retinaculum in the carpal 
tunnel. 


ANATOMY 


The walls and floor of the carpal tunnel are formed by 
the carpal bones. The roof is formed by the flexor 
retinaculum which stretches from the pisiform bone 
and the hook of the hamate bone on the ulnar side to 
the tubercle of the scaphoid and the crest of the trape- 
zium on the radial side. 

Through the carpal tunnel pass the tendons of the 


long flexors of the fingers and thumb, the tendon of 


flexor carpi radialis and the median nerve, which lies 
immediately below the flexor retinaculum, superficial 
to the flexor tendons. 

Across the flexor retinaculum pass the ulnar vessels 
and nerve and the palmar cutaneous branches of the 
median and ulnar nerves. At the distal border of the 
flexor retinaculum the median nerve gives off, on its 
radial side, a stout recurrect motor branch which supplies 
the abductor pollicis brevis and the opponens pollicis 
and in 20°, of cases the flexor pollicis brevis. The 
median nerve then splits into branches to supply the 
first and second lumbricales and the skin on the palmar 
aspect of the radial 34 digits as well as the skin on the 
dorsal aspect of these digits distal to the proximal 
inter-phalangeal joint. 

The palmar cutaneous branch of the median nerve 
(which passes over the flexor retinaculum) supplies the 
skin over the thenar eminence and the skin of the palm 


on the radial side of a line drawn along the middle of 


the long axis of the metacarpal of the ring finger. 


CAUSES OF COMPRESSION 


Changes in the bones forming the floor and walls of the 
carpal tunnel may cause compression of the median 
nerve by decreasing the size of the carpal tunnel. Com- 


pression has thus been described as a complication of 
fracture of the lower end of the radius,*~° fracture of 


the carpal bones,*:° dislocation of the lunate® and 


osteoarthritis of the wrist.° 
An increase in the amount of soft tissue in the carpal 


tunnel may compress the median nerve. Compression 
has been due to a cyst arising from the flexor tendon 
sheaths,® to deposits of amyloid tissue in the carpal 
tunnel in both primary and secondary amyloidosis,’ 
and to spread of infection from wounds in the hand to 
involve the flexor tendons in the carpal tunnel.* An 
abnormal artery or an abnormal slip of the flexor 
digitorum sublimis has been known to compress the 
median nerve.® 

Cases of acromegaly '® have shown the typical picture 
of this syndrome. Here the condition may be due to 
an increase in the amount of soft tissue in the carpal 
tunnel or to arthritic changes. 

In 3 reported cases compression of the median nerve 
was associated with rheumatoid arthritis,’:'' but in 
these cases it was not clear whether the rheumatoid 
arthritis was responsible for the compression, or whether 
the compression was a coincidental occurrence. 

Cannon and Love! were the first to recognize that 
compression of the median nerve in the carpal tunnel 
can occur without any obvious local pathological 
change or any generalized disease to account for the 
compression. Such cases are referred to as cases of 
spontaneous compression and, although only recently 
recognized for the first time, they by far outnumber 
the cases in which an underlying pathological change 
can be found. 


MECHANISM OF SPONTANEOUS COMPRESSION 


Active sharp flexion of the wrist and fingers pulls the 
flexor tendons tightly against the flexor retinaculum so 
that the median nerve may become compressed during 
this movement. Phalen' believes that sharp flexion of 
the wrist narrows the space between the radius and the 
flexor retinaculum, so that the median nerve gets com- 
pressed between the proximal edge of the flexor retina- 
culum, and the radius. Meadoff’s work’? is in support 
of the flexion theory. He injected lipiodol into the 
sheath of the median nerve and demonstrated that it 
flows freely into the palm with the wrist in extension, 
but stops sharply at the level of the flexor retinaculum 
with the wrist in flexion. 

Against the flexion theory must be stated the work 
of Brain ef a/.,"* who noted that there is more room in 
the carpal tunnel with the wrist in flexion than in 
extension, and by direct measurement they found the 
pressure in the carpal tunnel to be much higher with 
the wrist in extension than in flexion. They believe 
that an occupation which calls for repeated extension 
of the wrist is an important factor in causing compression 
of the median nerve. It must further be borne in mind 
that repeated sharp flexion of the wrist is an uncommon 
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movement in most occupations, whereas repeated 
extension is a very common movement. 

The relative importance of flexion and extension is 
difficult to access because the conditions prevailing in 
the carpal tunnel during active movement of the wrist 
must be different to those prevailing during passive 
movement in the anaesthized patient and in the cadaver. 

Mayer and Barry'® believe that repeated small 
injuries at the wrist are the etiological basis for the 


development of compression but they are uncertain of 


the mechanism. 

Michaelis!! believes that occupational overstrain on 
the palmaris longus can cause thickening and rigidity 
of the flexor retinaculum where the palmaris longus is 
inserted into it. This change may progress to such an 
extent that compression of the median nerve may 
result. He points out that this change has not been 
noted by previous workers because the distal part of 
the flexor retinaculum, where the palmaris longus is 
inserted, cannot be seen with the usually employed 
transverse skin incision at the wrist. To observe the 
changes as described by him the flexor retinaculum 
must be fully exposed through a skin incision extending 
into the palm. 

The work of Denny-Brown and Brenner'® shows that 
pressure On a segment Of nerve, sufficient to render the 
segment ischaemic, will cause the nerve above and 
below the area of pressure to become oedematous. 
Should compression of the median nerve occur in the 
carpal tunnel the resulting swelling of the nerve will 
further increase pressure and so a vicious circle will 
result. 

Kremer ef al.° believe that transient ischaemic 
compression of the median nerve may result from 
swelling of the soft tissues in the carpal tunnel. Such 
swelling will tend to occur at night owing to vascular 
stasis from lying on the arm and from CO, retention 
during sleep with consequent vasodilatation and in- 
creased production of tissue fluid. 

It is tempting to invoke an endocrine disturbance but 
if the endocrines play any role, the role is obscure. 
Most cases occur in menopausal women but men are 
not immune. Some cases developing during pregnancy 
have a spontaneous remission following delivery’? and 
may be caused by fluid retention. Cases occuring in 
association with acromegaly are probably due to 
pathological changes at the wrist and not to a direct 
hormone action. 


SIGNS AND SYMPTOMS OF SPONTANEOUS COMPRESSION 


The condition is commonest between the ages of 40 
and 50 years but it may occur as early as 26 or as late as 
63 years. 

Females are affected at least 5 times more frequently 
than males.° They are often busy housewives who do 
their own housework. 


As stated above, the condition may arise during 
pregnancy and relief may follow delivery." 
In the great majority of cases the condition starts 


in the dominant hand. There is a strong tendency for 
the other hand to become involved subsequently, so 
that sooner or later most cases are bilateral. °*» '*.'! 


TYDSKRIF VIR 
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The history usually extends over a few years but may 
be as short as 2 weeks" or as long as 28 years.° 

The onset is usually insidious, with paroxysmal 
nocturnal attacks of paraesthesia in the fingers or hand. 
A burning, tingling, numb sensation may waken the 
patient at night or be present on awakening in the 
morning. As the attacks of paraesthesia become more 
severe, pain accompanies them. At this stage attacks 
of paraesthesia and pain may also come on during the 
day but are never so frequent or so severe as at night. 

The patients usually find it difficult to locate the 
paraesthesia and pain accurately and Often refer the 
symptoms to all the digits or the whole hand. Kremer 
et al.® found that at the first examination only about 
half of their patients localized the symptoms to the 
median nerve distribution in the hand. When the patients 
were instructed to note the distribution of the symptoms 
during attacks very carefully, they found that few of 
the patients admitted to symptoms in the little finger. 

When attacks of paraesthesia are frequent and severe, 
most of the patients will complain of accompanying 
agonizing, deep-seated, burning, aching, bursting pain. 
The pain is at its worst in the fingers and deep in the 
palm but is often felt deep in the muscles of the inner 
aspect of the forearm as far as the elbow and some 
cases have pain even as high as the shoulder.° 

The patient may get relief by hanging the hand out 
of the bed, by rubbing or shaking it or by holding the 
wrist straight. The discomfort may, however, be so 
severe that the patient has to get up and walk about. 
Often the patients are afraid to go to bed at night so 
that, in addition to pain, the patient may now begin 
to suffer from lack of sleep. 

During the attacks of paraesthesia and pain the 
fingers and hand feel swollen, useless and stiff, but 
objective swelling is very rarely noted.° 

At this stage or before it is reached the patient may 
notice that there is a blunting of sensation on the finger 
tips and that the hand becomes clumsy and weak, 
especially in holding small objects. Pain may now 
begin to diminish and sensory and motor loss become 
more conspicuous, but some patients have severe attacks 
of paraesthesia and pain for many years without develop- 
ing abnormal motor or sensory signs. 

Objective motor and sensory signs are limited to the 
hand and are never found proximal to the wrist. They 
are late in development and are an indication of advanced 
damage to the median nerve. 

Blunting of sensation is inconspicuous and is limited 
to the median-nerve distribution in the fingers. The 
change is most marked in the finger-tips but may also 
be found on the palmar aspect of the fingers. It is rare 
for all 35 median-nerve-supplied digits to be affected. 
The tip of the middle finger is almost always involved 
to the greatest degree. Because the palmar cutaneous 
branch of the median nerve lies superficial to the flexor 
retinaculum it is not compressed and hence there is no 
sensory loss over the thenar eminence and palm. 

When there is clumsiness and weakness of the hand, 
wasting may be found of the abductor pollicis brevis 
alone or with the opponens pollicis. The flexor pollicis 
brevis is usually spared, for it is supplied by the ulnar 
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nerve in 80% of cases. Fibrillary tremor is not observed 
in the wasted muscles.* 

Colour changes in the hands were mentioned by 5 
of the 40 cases reported by Kremer eft a/.°> These changes 
were not necessarily related to the attacks and were 
never observed by the authors themselves. 

The transient ischaemia test described by Gilliat and 
Wilson'* is a very helpful diagnostic aid. It depends 
on the arrest of circulation to the arm by means of a 
pneumatic tourniquet above the elbow. In patients 
with compression of the median nerve in the carpal 
tunnel one may find: 

(a) Within 30-60 seconds of arrest of circulation an 
intense tingle and sharp pricks would start in the thumb, 
index and middle fingers and perhaps in the ring finger; 
it may spread to the thenar pad and palm or above the 
wrist to the radial side of the arm; it never spreads 
to the little finger; patients may develop a ‘tight’ or 
‘bursting’ pain similar to their spontaneous pain at 
night. This characteristic altered intense paraesthesia 
and pain has only been found with median-nerve 
lesions at the wrist and only when severe irritation has 
been present. 

(b) Within 5-10 minutes of arrest of circulation median 
sensory loss may appear, so that easily detectable 
hypaesthesia of all digits supplied by the median nerve 
is demonstrable. This early ischaemic sensory loss in 
the median-nerve territory may occur with a lesion of 
the median nerve at any level above or below the 
tourniquet round the arm. It indicates a lesion of the 
median nerve but does not localize it as the occurrence 
of altered paraesthesia does. 

Tinel’s test, which is a tingling sensation radiating 
out into the hand obtained by light percussion over the 
median nerve at the wrist, is of doubtful value in 
diagnosis. Phalen™ found this test positive in every one 
of his 11 cases, whereas Kremer ef a/.° found it positive 
in only 2 of their 40 cases. 

Occasionally a tender swelling is visible or palpable 
just above the flexor retinaculum." }® 7" At operation 
this is found to be the oedematous median nerve. Such 
a swollen median nerve is often referred to as a pseudo- 
neuroma. A true neuroma is very rare. 

In a few patients it is possible to produce or increase 
the paraesthesia and pain in the hand by acute flexion 
or extension of the wrist and maintenance of the wrist 
in that position for 60 seconds." 15 

The clinical picture of compression of the median 
nerve secondary to obvious pathological changes at 
the wrist does not differ significantly from that of 
spontaneous cases, except that symptoms are confined 
to the pathological side and are thus usually unilateral, 
and that diurnal attacks are more likely to be brought 
on by the use of the hand." 


DIFFERENTIAL DIAGNOSIS 


The thoracic inlet, costo-clavicular, cervical rib and 
scalenus anticus syndromes, cervical disc disease and 
cervical osteo-arthritis are unlikely to cause paroxysmal 
nocturnal attacks of paraesthesia and pain. Thenar 
atrophy, which may occur in these conditions, is unlikely 
to be associated with cutaneous sensory loss limited 
to the median-nerve distribution in the digits. Pain 
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extending from the hand into the arm even as high as 
the shoulder may be due to compression of the median 
nerve in the carpal tunnel, so that this distribution of 
pain does not necessarily indicate a lesion higher than 
the wrist. 

In polyneuritis the paraesthesia will not be paroxysmal 
and there will not be nocturnal attacks of pain. If 
sensory changes are present they will not be confined 
to the median-nerve distribution in the digits. 

Lesions of the median nerve proximal to the wrist 
can usually be recognized because of involvement of 
muscles of the forearm. 

In ulnar-nerve lesions the symptoms are unlikely to 
occur in nocturnal attacks and the signs are localized 
to the ulnar-nerve distribution. 

Progressive muscular atrophy, amyotrophic lateral 
sclerosis and syringomyelia can be easily differentiated 
on the basis of the more widespread neurological in- 
volvement occuring in these conditions. 

Painful arthritis of the wrist is not a differential 
diagnostic problem but it may give rise to secondary 
compression of the median nerve. 

Once compression of the median nerve in the carpal 
tunnel has been diagnosed it is not difficult to separate 
the spontaneous cases from those due to bony changes 
at the wrist, to infection in the flexor tendon sheaths, 
or from those which occur in association with sytemic 
diseases such as acromegaly, amyloidosis or rheumatoid 
arthritis. 


TREATMENT 


Very mild cases of short duration may be treated by 
resting the arm. Some patients notice that symptoms 
improve or even disappear while on holiday, only to 
relapse with resumption of normal work. Immobiliza- 
tion of the wrist by splinting may cause symptoms to 
disappear for long periods or in rare cases even 
permanently. 

When a patient has had recurrent attacks, when 
symptoms are severe, or when there are signs of 
permanent injury to the median nerve as evidenced by 
muscle atrophy or sensory loss, decompression of the 
median nerve must be done by section of the flexor 
retinaculum. By far the majority of patients fall into 
this group. Phalen'* goes so far as to urge operation 
in all cases. 

The operation is best done under general anaesthesia 
in a bloodless field through a 1-inch-long transverse 
incision along the middle third of the distal wrist 
crease. Section of the flexor retinaculum is most con- 
veniently done with the retinaculotome designed by 
Paine.'"* The flexor retinaculum must be sectioned 
along its medial border to minimize the possibility of 
damage to the recurrent motor branch of the median 
nerve. Care must also be taken not to damage the palmar 
cutaneous branch of the median nerve, which lies 
superficial to the flexor retinaculum. It is important 
to ensure complete division of the whole of the flexor 
retinaculum, particularly its distal fibres in the palm. 
The median nerve must not be dissected out at the wrist, 
for if this is done it is liable to become adherent to the 
vertical incision in the flexor retinaculum. 
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In the open operation the whole flexor retinaculum 
js exposed through a skin incision extending into the 
palm. This incision is liable to leave a bad scar, which 
may become adherent to the median nerve, and it 
should only be employed when it is essential to examine 
the entire flexor retinaculum in an open field. 

After operation a pressure bandage is applied and 
the arm is elevated for 12 hours. The patient is sent 
home the day after the operation and is encouraged 
to use the fingers in light work such as knitting, sewing 
and writing. 

In bilateral cases the most severely involved hand 
may be operated on first, or both hands may be operated 
on at the same time. 


PROGNOSIS 


Without operation relapses are the rule and permanent 
damage to the median nerve is liable to occur.'® 

With operation in early cases the condition is dramati- 
cally and permanently cured.® 1% 37 In late 
cases relief of pain and paraesthesia is still dramatic 
but hypaesthesia and atrophy may take up to 6 months 
or longer to clear up completely.’* In very long- 
standing cases where the median nerve has been per- 
manently damaged slight sensory loss and motor 
weakness and wasting may be permanent. 

If after operation there is not satisfactory improve- 
ment the wrist must be explored again and the whole 
flexor retinaculum fully exposed. In a series of 40 
operated cases Kremer ef a/.° had 3 failures. At the 
second operation it was found in one case that the 
distal fibres of the flexor retinaculum were undivided 
and still compressing the median nerve; in the second 
case that a cyst arising from the flexor tendon sheaths 
was compressing the median nerve; and in the third 
case that the median nerve was atrophic. 

Section of the flexor retinaculum does not give rise 
to any functional impairment of the hand or wrist. 
This is probably because all powerful movements of 
the hand are made with the wrist in extension so that 
the flexor tendons cannot prolapse." 17 


CASE REPORTS 
Two cases are reported below: 
Case | 


Mrs. de K., a 48-year-old housewife, related her trouble to a 
certain day 9 months before, when her maid stayed away from 
work and she had to do her own washing. That night she experi- 
enced an attack of numbness and discomfort in the right middle 
finger. 

The condition progressed rapidly. The attacks became frequent 
and severe and the discomfort spread to involve the forefinger 
and later the thumb and wrist. Soon the attacks were very painful. 

She found it difficult not only to localize the pain but also to 
describe it. She said the pain would stab from the wrist into the 
hand and fingers as far as the nails, which felt as though they were 
being pulled out. During the day there was numbness in the 
fingers and the severe pain came on only in nocturnal attacks. 
She could not stay in bed, and had to get up and walk about 
with the arm in the air. Pain was aggravated by hanging the 
arm down. 

She noticed that the wringing of wet clothes would bring on 
discomfort and, if she used the hand a lot during the day, the 
Pain would be worse that night. 

No medicines or liniments made any difference to the pain. 
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She had been seen by an orthopaedic surgeon who, after taking 
X-rays of the cervical spine, diagnosed cervical disc disease. 
She was put in traction for 3 weeks without any relief. 

Her left inand never gave her any trouble. 

On examination it was found that there was atrophy of the 
lateral part of the thenar eminence and slight blunting of sensa- 
tion over the palmar aspect of the thumb, forefinger and middle 
finger. With the transient ischaemia test, pain similar to her 
spontaneous attacks came on within 60 seconds. No other ab- 
normality was noted. 

The flexor retinaculum was sectioned through a transverse 
skin-incision. 

Relief was dramatic. 
last attack of pain. 
discomfort. 
way. 

Discussion. In all respects this is a typical case of far-advanced 
compression of the median nerve in the carpal tunnel. For a 
long time she was the victim of the non-specific diagnosis of 
‘neuritis’, and later of the fashionable diagnosis of cervical disc 
disease. It is important to remember that cervical disc disease 
may co-exist with compression of the median nerve in the carpal 
tunnel and have nothing to do with the patients’ symptoms. 


The night before operation she had her 
Since operation she has not even had any 
Her hand is strong and does not trouble her in any 


Case 2 

Mrs. P. a 58-year-old housewife, gave a history of | month’s 
duration. She experienced attacks of pain in the right wrist, 
palm, and middle, ring and little fingers. From the onset the 
attacks rapidly became more frequent and more severe. The 
attacks occasionally came on during the day, but were particularly 
severe and frequent at night. She became afraid to go to bed at 
night, for pain would often come on within 10 minutes of lying 
down. Often she had to get up and walk about when pain came 
on. On one occasion the pain was so severe that she had to call 
out a doctor at night who gave her an injection for the pain. 
Pain would usually be slightly relieved by hanging the hand down. 
When pain was at its worst she noticed a tender spot in the middle 
of the front of the wrist. 

Her left hand never gave her any trouble. 

On examination no sensory blunting or motor weakness or 
wasting could be detected. 

With the transient ischaemia test, pain similar to her spon- 
taneous attacks came on within 60 seconds. 

The flexor retinaculum was sectioned through a transverse 
skin-incision. Relief was dramatic. Since the operation was 
performed she has never had any pain or discomfort, and she 
says that her hand is in all respects normal. 

Discussion. The unusual features here were that pain involved 
the little finger, that she did not complain of paraesthesia and 
that the history was short. 

The paroxysmal nocturnal attacks, the absence of any demon- 
strable cause for the patient’s complaints, together with the 
characteristic reaction to the transient ischaemia test, were enough 
to diagnose compression of the median nerve in the carpal tunnel 
and advise operation. The dramatic relief after section of the 
flexor retinaculum constitutes to us proof that the diagnosis was 
correct. 


CONCLUSIONS 


Compression of the median nerve in the carpal tunnel 
is characterized by paroxysmal nocturnal attacks of 
paraesthesia and pain which begin in one hand and 
may later involve the other hand. The symptoms are 
usually not accurately localized to the median-nerve 
distribution unless the patient is instructed to pay 
particular attention to the area involved during the 
attacks. In the early stages there is no demonstrable 
sensory or motor impairment. Later there is ill-defined 
sensory impairment in the median-nerve distribution in 
the fingers together with weakness and wasting of the 
muscles of the lateral part of the thenar eminence. 

This condition, which is not uncommon, may be very 
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painful and incapacitating but relief is dramatic if the 
flexor retinaculum is sectioned. 


SUMMARY 


\ short review is given of compression of the median 
nerve in the carpal tunnel or the so-called carpal-tunnel 
syndrome. 

Two cases of the syndrome are reported and briefly 
discussed. 


We wish to thank Dr. H. H. D. van Schalkwyk, of Bethlehem, 
for performing the operation on Case I. 
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IMPRESSIONS OF A PRESIDENTIAL YEAR 


DR. J. H. STRUTHERS SURVEYS THE MEDICAI 
DR. J. H. STRUTHERS, 
President Medical Association of South Africa 


The period of my office as President of our Association will be 
terminating early in October. It would be difficult and would take 
quite a time to review the many important problems and policies 
that have been examined and discussed during the year. However, 
is | have been fortunate enough to make an overseas trip during 
yresidential year, | thought | would confine myself to giving 
vou some impressions which | gained concerning the National 
Health Service in Britain and also mention one or two of the more 
important matters which have engaged our attention here 


my 


The first and most important event of the Presidential Year 
vas the Medical Congress which was held in Pretoria in October 
1955 This was rightly assessed as a most successful congress. 
The scientific meetings were very well attended and the stimulus 
overseas visitors and speakers helped towards a most 


large number of papers 


y our 
stimulating academic week The very 
read made it somewhat difficult for individuals to choose which 
to attend and the interest displayed both locally and from all 
wer the Union, was most gratifying 

The Pretoria Branch and especially the Organizing Committee, 
lid a real job of work for the Association and to them we are 
most grateful 

Since the Congress, | have had a number of invitations to attend 
Branch functions and | very much regret that I have not been 
ible to accept these invitations as frequently as | would have 
liked. I think that the suggestion that the President should visit 
1¢ Branches during his term of office is very sound, and | was 


sappointed that my trip overseas this year made this impossible 
During my stay in Britain, | had an opportunity of meeting 
members of the Council of the British Medical Association, 
ncluding the newly-elected Chairman of the Council, Dr. S. Wand, 
of attending 


10 had been a fellow student with me 35 years ago 


meetings of the Representative Body which discusses the problems 


the profession, and finally determines the British Medical 
Association policy: of meeting numerous medical colleagues and 
riends, as well as attending the B.M.A. Congress at Brighton 

he South African representative 

The Congress was well organized: it had its highlights, and the 


spitalit th in Brighton and elsewhere was most 


vy we received b 


nerous and delightful 


POSITION IN BRITAIN AND SOUTH AFRICA 


From a perusal of the publications of the B.M.A. and from 
listening to the debates of the Representative Body, I felt that 
the Medical Profession was much more inclined to give a lead on 
medical matters in relation to public policy. Joint Committees 
are set up to discuss public policies and problems such as the 
one appointed annually by the Councils of the B.M.A. and the 
Magistrates Association to consider matters of common interest 
especially cruelty to and neglect of children. 

I felt the discussions and debates were more altruistic and less 
inclined to be restricted to purely professional interests. Although 
medical men were encouraged to give a lead in the community 
life, the profession was no more inclined than we are, to permit 
such activities to become a possible source of advertizing for the 
doctor and this was most jealously guarded. 


NATIONAL HEALTH SCHEME 


The National Health Scheme has been in existence in Britain for 
the past 8 years, and I was most anxious to form some estimate 
of its success. The Medical Secretary of the B.M.A 
could give no estimate as to whether the profession as a whole 
approved it. It certainly has lots of supporters, both in and out 
of the profession, but it also has its critics. 


said he 


Amongst the public, the young married people, especially with 
families, seemed to consider it was excellent. Their doctor gave 
them a good service and to have no financial! worries in i!lness 
and in producing babies and in rearing children, was a Godsend 

On the other hand, some of the older people, especially those of 
the middle class, were very much less enthusiastic. Apparently < 
consultation with a specialist meant a visit to the Out-Patient 
department of the hospital, not to the specialist's consulting 
rooms, which was what they had been accustomed to. 

If the general practitioner could justify a consultation with the 
specialist at the patient’s house, this was more satisfactory as the 
patient was happier and the specialist got a fee from the Health 
Service of £4 4s. Od. If hospitalization was advised, then there was 
usually a long wait for a bed which, however, could be obviated 
by the patient becoming a private patient and so paying for t! 
wccommodation and the treatment 
interesting to note that the British United Provident 
Association, under the Presidency of the Right Honourable 
Viscount Nuffield was formed by the amalgamation of a number 
of Provident Associations in 1947, It is a non-profit 


to shield subscribers against treatment and yspit 


It is 


issociation 


specialist 
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and nursing-home costs. Benefits paid in 1950 amounted to QUESTION OF OVER PRODUCTION 
faeies £86,000 In 1954 they amounted to £800,000 and now they are 
bes over £1,000,000 annually. This does suggest that a considerable This now links up with a problem which has concerned both the 
number of people consider some provisions of the Health Service profession and the Federal Council of our Association and that 
nee Scheme are inadequate. is the question of over-production both of doctors and specialists. 
' As regards the medical profession, it would appear that estab- New medical schools have been established without perhaps, 


lished general practitioners are probably reasonably satisfied very much reference to or investigation of, the requirements of 
financially and assistants are often available to them without it South Africa as far as doctors are concerned, and there is a grow- 
rt. J being a crippling expense. Consultants have been appointed _ ing feeling that already, at any rate in the economic field as things 
often to combined posts in the smaller urban and more rural now stand, saturation point may have been reached. 

hospitals which has been of help to both patient and doctor in 


Regarding specialists, South African hospitals are now training 
these areas. 


7 a large quota of specialists and if to these are added an increasing 
There was a tendency for doctors in assessing practices, to number of doctors who can fulfil the specialist register require- 


947) count heads. The loss of a dissatisfied patient was only a loss of | ments with overseas appointments, it may be that serious practical 
£1 per annum—a comforting thought. However, many disad- and economical problems are going to arise from the possible 
Med., vantages were apparent. The mobility of the general practitioner over-production of specialists. This is also a problem which is 
seemed to have disappeared. Once in a practice, there seemed no worthy of consideration and perhaps investigation by the pro- 
eur’ means of moving. The chance of up-grading oneself by trans- _ fession. 


ferring from a strenuous working class area to a more pleasant One very important subject that has been discussed by the 
residential town, perhaps after many years of practice, just did not 7 ‘ 


: profession in the branches and in the Federal Council during this 
exist. year, has been Insurance against sickness, and in April this year, 

Also, no doctor could expect his son to succeed him in his Federal Council accepted the report of its Sub-committee on the 
practice unless he had got permission to take him in as a partner Economics of Medical Practice and decided it would sponsor such 
whilst he himself was still fit and well. a plan. 


Sickness insurance has existed in South Africa for a very long 

PRACTICES CONTROLLED time in two main forms: 

(a) Benefit Societies which provided a service on a salary 
or a per capita payment basis and which in consequence 
gives a limited choice of doctor or no choice, to the 
patient, but makes no further financial demand on the 


All practices are controlled by local committees which include 
senior general practitioners. There might be 150 or more applicants 
for a vacant practice, and in one case discussed, this number 


from included 37 applicants with higher degrees. patient beyond his monthly contributions; 
it that However, as general practice is sometimes considered a speciality (b) Medical Aid Societies which pay the doctor on a per 
sad on of its own, a man with a higher degree and some years as a registrar service basis, gives an entirely free choice of doctor to 
nittees was often not shortlisted, as he might not be considered trained the patient, as in private practice, but may impose 
is the for general practitioner work ; ge a E Bae _Aane 
: m4 certain controls upon the patient and or the doctor. 

he > » Par > mne Inct - re “7 yre + ‘ . . > 
nd the uae prostame for the young doctor were very great and it The Medical Association completely supports the free choice of 
nterest seemed that his best chance was to find some principal whom he . 


doctor principle and has, for the past 10 years, encouraged and 


yuld persuade was overworked, req -d a partner yul . . 
could persuade was overworked, required a partner, and would fostered the medical aid plans as providing a better service and a 


nd less es him ato partnership. Otherwise you had to be extremely better doctor patient relationship. 
though 9 y “= : This second plan pre-supposes the creation of a complete 
munity __ Other disadvantages were that there were no advantages or schedule of fees. Ten years ago, when a schedule was drawn up, 
nauie ‘merit awards J the general practitioner, no matter what he did the profession agreed to a preferential tariff somewhat below 
for the - encmpccrng he ee SS eee eee ; The newly starung private fees, because they wished to encourage lower-paid workers 
— = pact goes ~ oe particular as the most highly qualified to insure against sickness. During the last 10 years, two important 
and experienced general practitioner. Also, the provision of ex- shanges have occurred: " : 
cellent clinic and consulting accommodation was merely an “AU8SS Dave oceniree. = 
additional expense on the doctor which almost resulted in a 1. The cost of living has doubled but the tariff has been up- 
iia ties premium on inefficiency. graded very little and then only in the face of great opposition 
a ; from the Association of Medical Aid Societies. 
stimate As far as specialists were concerned, the established consultant < . 7 . i ‘eeeed 
‘aid he with a senior hospital appointment seemed satisfied. Private 2. The range of membership of these societies has - aylreecegy cig 
whole practice could still satisfactorily augment hospital part-time @S tO Now ee majoraty of those who were, 10 years ago, 
when salaries and registrars diminished the stress of hospital routine, -'h¢ normal private patient. 
Further, the knowledge that medical investigation and treatment 
was available to everybody through the National Health Service DOCTORS’ FEES 
ly with was very satisfying. 
or gave There are roughly 20,000 general practitioners in the British !t would thus appear that what is required today, is not so much 
| iIness Health Service. The specialists and consultants in the Service all imSurance for the lower and lower-middle income groups at 
odsend hold paid posts on one or other of the hospitals. There are 3,000 feduced fees, but adequate comprehensive insurance against 
hose of §f senior registrars who are fully trained specialists, many of whom _ Sickness for the whole population as far as they wish, at adequate 
rently a have been acting as consultants for 3 or 4 years or more, who ‘Per service’ fees for the doctor, which shall bear proper relation- 
Patient cannot get promotion to hospital posts, as these are limited and Ship to standard private medical fees. 
nsulting filled, and who therefore have to exist on a salary of little more It will be for Federal Council, with wisdom and foresight, to 
than £1,000 per annum. try and convert this into practical application. 
vith the In England, to practice as a specialist or consultant in the I would stress that a complete schedule of fees is essential to 
‘ Health Service, a doctor must hold a hospital post in his speciality | such a scheme and to assess the fees of each speciality in proper 
—these are limited in number and all are filled save for normal and reasonable relationship to each other is of first importance 
wastage. and our ability to do this may very well become the indication 





The effect of this on South Africa is interesting. Consultant Of Our unity as a profession. | believe that unity in the profession 
Heads of Departments in the British Hospitals are loath to appoint ™akes for strength. 





fo 
registrars from Britain unless they find they can guarantee a 1 would like now to thank all the members of the Association 

— consultant hospital post at the end of the specialist training. for the splendid support they have given during this year. Especi- 
rovigem The hospitals, however, still require an adequate complement ally would I like to mention the Medical Secretary, Dr. Tonkin, 
yourable t Registrars and so a South African or any other overseas candi- who has always been so helpful and my partner, Dr. Kelsey 
number date with a higher degree stands quite a good chance of getting Loveday, who made my overseas trip possible. And in expressing 
ociation such a post, providing they are ultimately returning to South — to you all my thanks, I would like to wish the Medical Association 


ysputi Arica or their own country to practice. of South Africa a continuing programme of fruitful achievement. 
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PASSING EVENTS : 
Dr. Norman Klass, M.B., D.Phys.Med. Spesialis in Fisiese Ge- 
neeskunde, van 1008 Cavendishgebou, Jeppestraat, Johannesburg 
(Foon 22-8650), het die Fisiese Geneeskunde Spesialiteit praktyk 
van die oorlede Dr. H. Haden van 65 Pasteurgebou, Jeppestraat 
(Foon 22-2000) oorgeneem. 


* * * 


Dr. Leonard Harris has commenced practice as a paediatrician 
at 408 Medical Centre, Pretorius Street, Pretoria. Telephones 
3-5877, Residence 4-5958 

% 7 * 


The Medical Graduates Association of the University of the Wit- 
watersrand, Johannesburg, is holding an Alumni Dinner in 
honour of the Class of ‘29 ‘30 and their teachers, together with 
present members of Staff. The dinner will take place on Thursday, 
11 October 1956, at Churchill's, African City Building, 100 Eloff 
Street, Johannesburg. Cocktails commence at 6.30 p.m. Tickets 
£1 10s. Od. (including drinks). Dress Formal. For reservations 
apply to the Secretary, Medical Graduates Association, Medical 
School, Johannesburg. Phone 44-7040 


* o * 
Sir Russell Brain, Bt., President of the Royal College of Phy- 
sicians, has accepted appointment as a Trustee of the Ciba Founda- 
tion. 


The Cape Western Branch of the Medical Association of South 
Africa has great pleasure in inviting all members and their wives 
who happen to be in Cape Town on 3 October 1956 to the ad- 
journed Annual General Meeting of the Association on that 
date, at which the newly inducted President, Dr. J. S. du Toit, 
will deliver his Presidential Address. Association awards will 
also be presented. This meeting will take place in the Jamieson 
Hall, University of Cape Town at 8 p.m. for 8.15 p.m. Dress 
formal and academic. Music and refreshments. Kindly signify 


POLIOMYELITIS VACCINE : 
POLIOMIELITIS ENTSTOF : 


STATEMENT 
VERKLARING 


MEDICAL JOURNAL 


BY 





29 September 1956 


IN DIE VERBYGAAN 


your intention to be present to the Branch Secretary, Box 643, 
Cape Town, before | October so that the necessary catering 
arrangements can be made. 


The next meeting of Research Forum, University of Cape Town, 
will be held at 12 noon on Tuesday, 2 October 1956, in the A-Floor 
Lecture Theatre, Groote Schuur Hospital, Cape Town, and not 
as previously stated, on Tuesday, 9 October. 


Cape Town Paediatric Group. The next meeting of the Cape Town 
Paediatric Group will take the form of a Film Evening, and will 
be held at 8.15 p.m. on Friday, 5 October 1955, in the E-Floor 
Lecture Theatre, Groote Schuur Hospital. The main film to be 
shown will be “The Use of Adrenal Steroids in Dermatology’, 
presented by Dr. Sulzberger. 


In die redaksionele artikel ,Kortisoon Vandag’ van 15 September 
1956 kom die volgende sin in reéls 18 en 19 op bl. 884 voor: 
,bynier-atrofie wat veral gedurende die kinderjare as ‘n kom- 
plikasie van ‘n ernstige infeksie van die stuitbeentjie voorkom’ 
Dit moes as volg gelees het: ,bynier-atrofie wat veral gedurende 
die kinderjare as ‘n ernstige kokkus-infeksie voorkom’. 


Dr. Louis F. Freed, M.A., M.D., D.Phil., D.P.H., D.T.M. & H., 
of Johannesburg, has been invited by the Ecole Nationale de 
Medecine et de Pharmacie of France to read a paper, and also 
to represent the Union of South Africa, at the International 
Symposium on Trichomoniasis which is to take place in Rheims, 
France, during May 1957. Dr. Freed was the first investigator 
in South Africa to report on trichomoniasis in the male person, 
and his subsequent paper on the subject attracted considerable 
attention, particularly in France. Dr. Freed is Lecturer on Social 
Medicine at the University of Witwatersrand. 


THE UNION DEPARTMENT OF HEALTH: 
DEUR DIE UNIE SE DEPARTEMENT VAN 


GESONDHEID 


The following statement by the Union Department of Health 
was issued on 17 September 1956 

The committee of experts appointed by His Honour the Minister 
of Health to advise the Department on the approval of vaccine, 


met in Johannesburg on 15 September. It was then decided to 


recommend that a quantity of about 82,000 cubic centimetres of 


the vaccine be approved for use and this vaccine will become 
available during this week 

It is expected that towards the end of this month a further 
84,000 doses will be made available. It is further expected that for 
the next few months similar quantities will be made available 
monthly, and that early in the new year the monthly quantities 
will be increased considerably. It can thus reasonably be expected 
that the temporary shortage of vaccine will gradually be caught 
up with and that there will shortly be enough vaccine produced 
by the Poliomyelitis Foundation to provide all the country’s 
needs 

The Department of Health also decided that there will now be 
no objection to the administration of the vaccine throughout the 
year. In the past there was the risk that 1 a child contracted the 
disease immediately after an injection the vaccine would be blamed, 
irrespective of whether or not the sickness was contracted as a 
The child might perhaps have been sicken- 
Such misrepresentation 


result of the injection 
ing for the disease before he was injected 


of the development of the disease in a recently injected child would 





Die volgende verklaring deur die Unie se Department van Ge- 
sondheid is op 17 September 1956 uitgereik. 

Op Saterdag 15 deser het die komitee van deskundiges, wat 
Sy Edele die Minister van Gesondheid aangestel het om die 
Departement met advies te bedien aangaande die goedkeuring 


van hoeveelhede van poliomiélitis entstof, in Johannesburg 
vergader. Toe is dit besluit om aan te beveel dat ‘n hoeveelheid 
van ongeveer 82,000 kubieke sentimeters van die entstof vir 


gebruik goedgekeur word en hierdie entstof sal dus gedurende 
die loop van hierdie week beskikbaar word. 

Die verwagting is dat teen die end van die huidige maand ‘n 
verdere hoeveelheid van omtrent 84,000 beskikbaar 
gestel sal word. Verder word dit verwag dat vir die volgende 
paar maande soortgelyke hoeveelhede elke maand gereed sal 
wees en dat vroeg in die nuwe jaar die maandelikse hoeveelhede 
aansienlik vermeerder sal word. Dit kan dus redelik verwag word 
dat die tydelike tekort aan entstof geleidelik ingehaal sal word 
en dat binne ‘n afsienbare tyd daar genoeg entstof deur die Polio- 
miélitis Stigting geproduseer sal word om in al die behoeftes van 
ons land te voorsien. 

Daarby het die Departement van Gesondheid besluit dat daar 
nou geen beswaar teen die toediening van die inspuitings van 
die entstof dwarsdeur die jaar is nie. In die verlede was daar 
die gevaar dat ingeval *n kind wat pas ingespuit was die siekte 
sou opdoen dit aan die entstof toegeskryf sou word, ongeag ol 
dit werklik as gevolg van die inspuiting was al dan nie. Die kind 
mag miskien die siekte onder lede gehad het voordat hy ingespult 
was. So ‘n wanvertolking van die ontwikkeling van die siekte 


dosisse 


. 4 
in "nN pasingespuite kind sou baie skade aan die reputasie van Ge 
entstof gedoen het en die publieke vertrou ondermyn het. On 
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have been harmful to the reputation of the vaccine and would 
have undermined the confidence of the public. For this reason, 
as the use of the vaccine is a valuable precautionary measure, 
t was formerly considered desirable not to use it during an out- 
break of the disease. Now, however, in view of the fact that 
experience itself has shown that the vaccine is safe, apart from 
the very Strict safety-tests which are very thoroughly applied, 
this type of misrepresentation would not be made should the 
lIness by chance occur in a recently injected child. The reason 
for restricting injections to the winter months has therefore fallen 
away. The fact that in future injections will not cease during the 
summer months will to a large extent contribute to satisfying 
the great public demand for the vaccine. 

According to a recent Press declaration 60,000 doses of our 
vaccine have been sent to Portuguese East Africa, and this of 
course upset the public in view of the shortage of vaccine for use 
n our own country. The source of this information is unknown, 
but the fact is that no vaccine was sent to Portuguese East Africa 
by the Poliomyelitis Research Foundation. A quantity of 7,000 
doses was however sent to the Federation of Rhodesia and Nyasa- 
and and it is no more than right that this should have been done, 
as the public of the Federation contributed considerably to the 
Funds of the Poliomyelitis Foundation which produces the vaccine. 

In view of the temporary shortage of our own vaccine, there 
sa demand for vaccine from America. After thorough considera- 
tion and after consultation with the committee of experts, the 
Department came to the conclusion that in spite of the fact that 
the American vaccine contains a virulent virus which is not used 
n the manufacture of the South African vaccine and which was 
responsible for certain unfortunate incidents in America, there is 
no objection to the importation of the American vaccine. This 
decision was taken in view of the fact that the American vaccine 
has been used on a very extensive scale without further incident. 
It rests with the authorities in America to decide whether they will 
make the vaccine available to the Union of South Africa. 


REVIEWS OF BOOK 


GERIATRICS 


The Care of the Aged. By Malford W. Thewlis, M.D. Sixth 
Edition. Pp. 832. £6 18s. 9d. St. Louis: The C.V. Mosby 
Company. 1954. 


General Consideration 2. Gerontology. 3. Medicolegal Relations 
4. Miscellaneous Geriatric Problems. 5. Diseases of Metabolism and Endocrine 
Ysorders. 6. Infectious Diseases and Focal Infection. 7. Systemic Pathologic 


ditior 8. Special Topics 


This is a truly monumental work, and not one to be approached 
ightly, in the spirit of a ‘nice, cozy read’. Its weight alone forbids 
hat. And if the contents may at times seem just a little unneces- 
sarily verbose, this fault, if fault it is, must be laid at the feet of 
he author’s unbounded enthusiasm for his subject 

One does not have to read very far to realize that in Dr. Thewlis 
we have a man who has devoted his life to the care of the aged, 
both in sickness and in health: one who has read widely, and has 
done an enormous amount of personal research in his chosen 
subject. And in this book of his—now in its 6th edition—he has 
given us the fruits of his knowledge, garnered from a lifetime 
devoted to the very specialized needs of the aged. 

Since the world has awoken to the fact that, owing to the ever- 
widening knowledge of our doctors and the brilliance of our 
research chemists, we have an ever-increasing generation of aged 
people in the world today, with medical problems all its own, 
much has been written on the subject by doctors of repute. But 
the student of geriatrics puts most of these books aside with a 
sigh of disappointment. While medically sound, their contents 
re equally applicable to patients of any age. It is precisely in 
iS respect that Dr. Thewlis’ book is different—I am almost 


th 


tempted to say unique. For he seems to have insinuated himself 


nto the mind and psyche of his old friends, and to consider their 
ailments and troubles from their own point of view—not as an 
outsider And is that not, in reality, the ideal doctor-patient 
relationship ? 


In this work you have an excellent book of reference, clearly 


hierdie rede, aangesien die gebruik van die entstof ‘n waardevolle 
voorsorgmaatreél is, was dit voorheen wenslik geag om dit nie 
tydens *n uitbreking van die siekte te gebruik nie. Tans egter, 
met die oog op die feit dat, bo en behalwe die uiters streng veilig- 
heidstoetse wat baie deeglik toegepas word, die ervaring self 
geleer het dat die entstof wel veilig is, sal hierdie tipe van wan- 
vertolking van °n toevallige geval van poliomiélitis in ‘n pas- 
ingespuite kind nie aangevoer word nie. Die rede vir die beperking 
van inspuitings tot die wintermaande het dus weggeval. Die feit 
dat in die toekoms inspuitings nie gedurende die somermaande 
opgehou sal word nie sal in ‘n groot mate bydra tot die bevrediging 
van die groot publieke aanvraag vir entstof. 

Volgens *n onlangse persverklaring is 60,000 dosisse van ons 
entstof aan Portugees Oos Afrika gestuur en dit het natuurlik 
die publiek ontsteld laat voel met die oog op die tekort aan entstof 
vir gebruik in ons eie land. Die bron van hierdie informasie 1s 
nie bekend nie maar die feit is dat geen entstof aan Portugees 
Oos Afrika deur die Polionavorsing Stigting gestuur is nie. ‘n 
Hoeveelheid van 7,000 dosisse is wel aan die Federasie van Rho- 
desié en Niassaland gestuur en dit is nie meer as billik dat dit 
gedoen word nie aangesien die publiek van die Federasie aan- 
sienlik tot die fondse van die Poliomiélitis Stigting, wat die entstof 
produseer, bygedra het. 

Met die oog op die tydelike tekort aan ons eie entstof is daar ‘n 
aanvraag vir entstof uit Amerika. Na deeglike oorweging en na 
raadpleging met die komitee van deskundiges het die Departement 
tot die gevolgtrekking gekom dat, ten spyte van die feit dat die 
Amerikaanse entstof ‘n kwaadaardige virusras wat vir die on- 
gelukkige voorvalle in Amerika verantwoordelik was bevat en 
dat hierdie virusras nie in ons eie entstof gebruik word nie, daar 
geen beswaar teen die invoer van die Amerikaanse entstof is nie. 
Hierdie besluit is geneem met die oog op die feit dat die Ameri- 
kaanse entstof op ‘n baie groot skaal gebruik is sonder enige 
verdere voorvalle. Dit berus by die owerhede in Amerika om te 
besluit of hul entstof aan die Unie van Suid-Afrika beskikbaar 
gestel sal word al dan nie 


: BOEKRESENSIES 


indexed and subdivided, which deals in a scholarly yet practical 
fashion with the ills to which the various organs are subject—in 
every case with special reference to the aged person. The first 
section of the book, after a short amble through the history of 
geriatrics, gives most excellent advice on the physical and psy- 
chological needs of the aged—the provision of an harmonious 
way of life for them, the depressing effect of too much doctoring 
and, very important, the training of the physician himself. 

Dr. Thewlis provides a most excellent and comprehensive list 
of books on every subject he discusses—one of the best I have 
ever seen. Were it only for his Bibliography of Geriatrics alone, 
he has added a very valuable contribution to literature. 


L.B. 
ELECTROCARDIOGRAPHY 


Flectrocardiography—Fundamentals and Clinical Application. 
2nd Edition. By Louis Wolff, M.D. Pp. xi+342. Illustrated. 
87-700. Philadelphia & London: W. B. Saunders Comapny 
1956 


Content Part I The Basic Principles of Electrocardiography 1. Electrical 
Phenomena and Muscle Contraction. Electrical Properties of the Cell Membrane 
Depolarization. Dipoles. 2. Volume Conductors. Unipolar and Bipolar Leads 

ons Which Represent Depolarization Intrinsic and Intrinsicoid 





4. Vector Representation of Dipoles. Vector Summation. Anatomy 
f the Heart. S. The Electrical Effects of the Simultaneous Excita- 

o Muscle Masses ir Vol ynduct« 6. The Electrical Field 
he Heart. 7. Repolar r rit ondary T. Wave Changes 
cordial Leads. Standard Limt 













eac ang othe Instantaneous and 
Mean Electrical Ax Vent ilar radien Right Bundle Branch Block 
12. Left Bundle Branch Block f r Hypertrophy 14. Right 
Ventricular Hypertrophy. 15 ‘ scle Injury on the Electrocardio 
in 16. Current of Injury k ation Wave. 17. Myo- 
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Abnormal Flectrolyte Patterns 26. Short P-R Interval with Abnormal QRS 
Complexes (Wolff-Parkinson-White Syndrome) Part Il The Normal and 
Abnormal Cardiac Mechanism Digitalis and Quinidine 27. The Cardiac 
Mechanism. 28. Normal and Abnormal S-A Nodal Mechanisms. 29. Ectopic 
Arrhythmias Atrial and Ventricular Premature Beats. 30. Ectopic Arrhythmias 
Paroxysmal Supraventricular (Atrial) Tachycardia 31. Ectopic Arrhythmias 
Paroxysmal Ventricular Tachycardia 32. Atrial Flutter and Fibrilation. 33 
Etiology of Paroxysmal Rapid Heart Action 34. A-V Nodal Rhythm A-¥V 
Dissociation. Parsystole. Carotid Sinus Stimulation. 35. Atrioventricular Block 
Index 





Balanced interpretation of the meaning of cardiographic patterns 
as traced by modern instruments ts not possible without a thorough 
understanding of the basic principles that underly the electrical 
phenomena associated with muscle-fibre contractions and the 
electrical field that results when the 2 main muscle masses of the 
heart contract. The introduction of unipolar methods and 12 or 
more lead tracings make it more than ever necessary for the 
physician to grasp the fundamentals and there is a long list of 
texts that endeavour to elucidate them. 

The 2nd edition of Dr. Wolff's book (Ist edition was published 
in 1950) is a sincere effort to teach first principles and their clinical 
applications 4 weakness in many text-books on cardiography 
is that clarity is lost by inclusion of a multitude of theoretical 
details. In this book the author’s stated aim is to simplify wherever 
possible and in Part I the chapters on electrical phenomena, 
vector summation, depolarization and repolarization, are concisely 
written and easy to read and understand. 

Part Il contains the chapters on clinical interpretation of 
cardiographic patterns and on technica! methods, and follow 
conventional teaching methods. 

In the Ist edition of this book arrhythmias were not discussed, 
on the grounds that their interpretation was not based on a know- 
ledge of electrical phenomena. This is no doubt true: nevertheless, 
it is irritating to have on one’s shelf a text-book on cardiography 
that does not contain a section on the arrhythmias, since their 
elucidation so often depends on the patterns seen in the tracing. 
The author of this volume has had second thoughts and now 
includes an admirable section on this subject 

This book is pleasing in style and illustration and is a model 
of its kind. Nevetheless a need still exists for a more severely 
compressed text-book on electrocardiography. 


P.I 
ENDOCRINOLOGY 


Ciba Foundation Colloquia on Endocrinology. Volume 9. Internal 
Secretions of the Pancreas. By G. E. W. Wolstenholme, O.B.E.., 
M.A., M.B., B.Ch. and Cecilia M. O’Connor, B.Sc. P. xxi+ 292. 
100 Illustrations. 40s. London: J. & A. Churchill Ltd. 1956. 
Content Chairman's opening remarks—F. G. Young. Morphological studies 
of the destruction of A-cells by chemical means, by H. Ferner. Metabolic effects 
of A-cell destruction, by C. v. Holt, Linde v. Holt, Barbara Kroner and J. Kiihnau 
Pituitary growth hormone and blood insulin activity, by P. J. Randle The 
contro! of the secretory activity of the islets of Langerhans, by P. P. Foa. The 


effects of hypophysectomy and of prolonged growth hormone administration 
on the pancreatic A-cells of the rat, by M. G. Goldner and B. W. Volk. Fractiona- 
tion of insulin, by F. Frederica. The chemical structure of insulin, by F. Sanger 
A concept of the three-dimensional structure of insulin, by D. F. Waugh \ 
speculation on insulin, by Dorothy Crowfoot Hodgkin and Beryl Oughton 
Insulin and glucagon, by W. Schulze. Chemical and biological characteristics 
of glucagon, by O.K Behrens, A. Staub, Mary A. Root and W. W. Bromer 
The action of glucagon on liver phosphorylase, by E. W. Sutherland. W. [ 

Wosilait and T. W. Rall. Inhibitory effect of glucagon on the insulin glucose 


uptake of the isolated diaphragm of the rat, by J. L. R. -Candela and R. R 


Candela The hepatic action of insulin, by C. de Duve Some problems of 
permeability of tissue cells to sugars, by E. Helmreich and C. F. Cori. The transport 
of glucose and other sugars across cell membranes and the effect of insulin 
by C. R. Park, R. L. Post. C. F. Kalman, J. H. Wright, Jr. L. H., Johnson and 
H. E. Morean Pancreatic islets and growth, by C. Cavallero Chairman's 
closing remarks, by F. G. Young 


The Ciba Foundation symposia are really not suitable for review 
in the ordinary way. This one, like the rest, represents the highly 
specialized recent work of well-known experts together with the 
impromptu discussion which follows each presentation 

A very large part of the present volume concerns glucagon and 
the alpha cells of the islets. It seems to be generally accepted 
now that glucagon is in fact the hyperglycaemic factor produced 
by the alpha cells. There is a chapter on the relation of glucagon 
to growth (Cavallero), which shows it to be a true growth-stimulator 
in the embryo and in pituitary dwarf mice 

Randle summarizes the reasons for believing that pituitary 
growth-hormone stimulates the beta cells to produce insulin and 
describes his own relevant work on the estimation of plasma 
insulin activity in various circumstances 
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Sanger discusses his brilliant work on the chemical structure 
of insulin, followed by Waugh and Hodgkin on the geometrica| 
arrangement of the amino-acid chain. 

The participants in this Ciba Conference, as stated in the 
chairman’s opening remarks, were physicists, chemists and 
biologists. The reviewer imagines, therefore, that this book will 
have a limited appeal to most readers of this journal, though it 
does represent the very best in the field. 


W.PLUJ 

ATLAS OF SURGERY 
Atlas of General Surgery. By Joseph R. Wilder, M.D. Pp. 22? 
With 101 Plates. £5 14s. 9d. St. Louis: The C.V. Mosby 


Company. 1956. 

Contents Foreword By Frank Glenn. M.D Preoperative Conside 
Surgical Technique in the Operating Room. Cardiac Arrest. Ventricular 
tion. Tracheostomy. Venous Cut-Down Procedure. Thyroidectomy 
of the Parotid Gland. Excision of the Submaxillary Gland. Excision O- 
glossal Duct Cyst. Excision of Branchial Cleft Fistual. Radical Neck Dissection 
Simple Mastectomy. Minor Procedures on the Breast Radical Mastectomy 
Ventral Herniorrhaphy Umbilical Herniorrhaphy (in Children). Umbilica 
Herniorrhaphy (in Adults) Repair of Indirect Inguinal Hernia Repair of 
Direct Inguinal Hernia. Repair of Inguinal Hernia (in Children). Hernia Repa 
Using Cooper's Ligament. Femoral Herniorrhaphy. Repair of Sliding Hernia 
Repair of Hydrocele (of the Tunica Vaginalis) Cholecystectom 
Cholecystitis). Cholecystectomy (Acute Cholecystitis). Cholecystostom 
langiography. Common Methods of Surgical Injury to Common Duct. Choledoc- 
holithotomy. Duodenotomy. Transduodenal Sphincterotomy. Repair of Stricture 
Distal Portion of Common Duct. Choledochojejunostomy With Roux-Y Anasto- 





moses for High Common Duct Strictures. Cholecystojejunostomy. Pylorotom 
for Congenital Hypertrophic Pyloric Stenosis. Gastrostomy. Cl of Ulcer 
Perforation. Gastrojejunostomy. Types o: Gastric Resection. Partial Gastric 


Resection. Pariial Vagectomy. Total Gastric Resection. Splenectom Resection 
of the Head of the Pancreas. Resection of the Body and Tail of the Pancreas 
Resection of Small Intestine. Excision of Meckel’s Diverticulum 
Appendectomy Appendectomy (Retrocecal Location). Transverse 
Closure of Colostomy. Cecostomy. Right Colectomy. Left Colect 
Colectomy Anterior Resection of the Colon Abdomina! Perineal! »sec 
Pull-Down Operation Hemorrhoidectomy Excision of Anorectal Fistula 
Excision of Pilonidal Sinus. Lumbar Sympathectomy. Phliebectomy mbolec- 
tomy Aortic Embolectomy. Amputation, Supracondylar Tendoplastic. Amputa 
tion, Supracondylar Tenorrhaphy Neurorrhapy. Salipingectom) 
oophorectomy. Total Hysterectomy. Subtotal Hysterectomy Nephrectom 
Excision of Adrenal Gland 











After a short introduction the author goes on to describe the many 
proceedures which are mentioned above. The drawings. which 
show great care in their preparation, illustrate each stage in the 
precedures and each is accompanied by a short but lucid explana- 
tion. The techniques employed are those considered by the author 
to be the most satisfactory, and he writes, “They represent accumu- 
lated knowledge from many sources, in large part from my teachers 
who gave freely of their time and energies to teach sound 
surgical principles.” 
The book is well produced on excellent paper and as a 
book for students, interns and younger surgeons there 
doubt that it will take its rightful place. 
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SYMPOSIUM ON PULMONARY CIRCULATION 


Pulmonary Circulation and Respiratory Function. A Symposium 
held at Queen’s College, Dundee. Pp. 44. 12s. 6d. net—10d 
postage abroad. E. & S. Livingstone Ltd. Edinburgh and 
London. 1956. 


Contents Pulmonary Circulation in Health and Disease 1Sth Septemb 
Pulmonary Vascomoter Nerve Activity and Its Possible Functional Sign 
I. de Burgh Daly The Pulmonary Circulation in Health and Disea 
Donald. Some Applications Of Basic Knowledge Of the Collatera 

Of The Lung—A. A. Liebow Observations On Control Mechanism 
Right Ventricle In Health and Disease—Sir Russell Brock. Cor-Pul 
Coal-Miners—J. Gough Discussion Studics Of Left Auricular 
In Man—P. R. Allison. Vasculitis In The Lung—A. C. Lendrum. R 
Function. 16th September. Pulmonary Function in The Newborn Lan 





Dawes Respiratory Function Estimation For The Physician—W 
Arnott. Gas Diffusion And Lung Function—D. V. Bates. Breathing 
And Assisted Respiration—L. G. C. E. Pugh Augmented Resp 
Patient-Cycled Respirators—lan Donaid. Discussion 


When it became known that Dr. Averill-Liebow, professor 0! 
pathology at Yale University was to be the praelector in pathology 
in the University of St. Andrews in 1955, it was felt to be a unique 
opportunity to bring together those in Britain who had a specia 
interest in the pulmonary field— physiologists, physicians, surgeons 
and pathologists. This took is a record of the symposium. The 


contributors have presented the latest in their views and have 
spoken as it were, off the record, so that a most valuable little 
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publication has been produced of great interest to anyone interested 
in this field. 

Your reviewer was especially interested in Dr. P. R. Allison's 
comment on the variability of left auricular pressures as measured 
directly, either through the bronchoscope or at open thoracotomy 
Anaesthesia and thoracotomy without valvotomy may lower the 
left auricular pressure appreciably, the aortic pressure drastically 
For instance, in one case left auricular pressure obtained at 
bronchoscopy was 52/32 mm. Hg and aortic pressure 180,120, 
whereas after open thoracotomy, but before valvotomy the 
pressures were 30/13, 68/34, respectively. In this case the pul- 
monary artery pressure did not fall until after valvotomy. 

Dr. Allison confirms the finding of many workers that the 
left auricular measurements made by direct puncture bear a close 
relation to the pulmonary wedge pressure when the left auricular 
pressure is high, but he emphasizes that it does not follow that 
the same applies when the left auricular pressure is low. Without, 
therefore being able to present a series of figures on an elegant, 
but deceptive, graph one could still say that the highest figure 
of left auricular pressure indicated the tightest stenosis. Most of 
the speakers seemed to agree that it is possible to reduce pulmonary 


CORRESPONDENCE 
AGRANULOCYTOSIS RELATED TO THERAPY WITH BLOOD-SUGAR 


LOWERING COMPOUND, BZ. 55 


To the Editor: \n the case of agranulocytosis produced by BZ 55 
(S.A.M.J. 15 September) might there not possibly be a more 
material explanation than the verbal one of ‘drug sensitivity’? 

The sulphonamide derivative BZ 55 probably possesses, like 
its sulphonamide relatives, antibacterial action. By upsetting the 
‘natural’ balance of the respiratory flora, unantagonized over- 
growth of non-sensitive organisms occurs. The ‘cold’ rashes, 
temperature, adenopathy, agranulocytosis etc., now follow 
Their penicillin-sensitive bacterial cause duly succumbs to the 
administration of penicillin and recovery ensues. “Treatment was 
symptomatic only, apart from penicillin’, report Drs. Jackson 
and Herman. 

It seems logical to enquire whether a long-acting penicillin 
should not form part of BZ 55 management, or at least be promptly 
given at the first sign of so-called ‘sensitivity’ manifestations. 

Would it not help to decide the soundness of the present ex- 
planation if the bacteriology of the nasopharynx were followed 
in some cases of BZ 55 management? 

M. Glass 
620 Boston House 
Strand Street 
Cape Town 


ANAESTHETIC EXPLOSIONS 
To the Editor: The article entitled “Anaesthetic Explosions’ by 
Dr. Jones in your issue of 8 September 1956, ought not to be 
allowed to pass unchallenged. 

In the first paragraph he asks us to believe that explosions in 
the operating theatre are less frequent than atomic explosions. 
I for one refuse to believe it. 

Next he attempts to equate some American figures of 1939 
when inflammable agents were used very commonly—with figures 
from Britain in 1954, where and when the use of inflammable 
agents had diminished appreciably. 

The bastard ratio that he arrives at thus (one death in 75 million 
anaesthetics) is then compared with a hotch-potch mortality 
figure for deaths due to anaesthesia—concocted from Beecher & 
Todd in America, other American figures and some from Cape 
Town. 

I have already shown in your columns (17 December 1955) 
why Beecher & Todd's figures and conclusions are not acceptable 
and I do not propose to embark on that subject again now. Surely 
if figures are to be compared they must be homogeneous and 
comparable. 

Dr. Jones says that a ‘completely negligible number of people 
are killed by explosions’. Later he admits that ‘almost invariably 
the explosion is due to neglect of elementary precautions’. 

I submit, Sir, that if only one person dies as a result of neglect 
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vascular constriction by blocking nerve-impulses to the pulmonary 
arterioles in a selective way. The difficulty is always to eliminate 
the secondary effect of the systemic response. On the clinical side 
it was emphasized that in patients with severe pulmonary hyper- 
tension and extensive pulmonary vascular disease, the signs of 
pulmonary hypertension dominate the clinical picture; it may 
well be impossible, without specialized investigations, to recognize 
such underlying lesions as atrial septal defect, ventricular septal 
defect, patent ductus arteriosus or mitral stenosis or to exclude 
idiopathic pulmonary hypertension. 

Prof. Liebow’s own work is of the utmost interest. His establish- 
ment of a pulmonary collateral circulation by ligaturing of 
pulmonary veins in the dog, is followed by a large collateral 
circulation that drains fully-oxygenated blood from the operated 
lung into azygos and other systemic veins, and thus to the right 
side of the heart. The application of this congenital transposition 
of the great vessels suggests at least its partial correction by 
surgery. 

Sir Russell Brock on the mechanism of the infundibular muscle 
of the right ventricle is one of many contributions of paramount 
interest. M.N 
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of elementary precautions, it is not ‘negligible’. Certainly not 
to the relatives of the victim, and I hope not to the anaesthetist, 
surgeon and others concerned. An inquest court may also have 
considerable difficulty in concluding that the incident was in- 
significant. 

I believe that the most certain way of preventing explosions 
is to avoid the use of inflammable agents. There are non-inflem- 
mable agents available today which in properly trained hands do 
not increase the risk in any other way and can be used safely in 
the vast majority of anaesthetics. 

To permit the use of the diathermy in the mouth during ether 
anaesthesia, even though the ether was ‘turned off’ is such a 
flagrant disregard of safety-first principles that | can only say 
how lucky it was for all concerned that in the case reported in 
Dr. Jones’ article the patient was, as Dr. Jones surmises, exhaling 
when the spark occurred. 

Other cases have occurred (presumably the one in 7} million 
chances?) where in spite of CO, and water vapour the spark 
exploded the gases in the patient’s lungs with fatal results. 

The Lancet, 1956 (Aug. 18) has on page 352, a summary of a 
Report of a Working Party on Anaesthetic Explosions. The 
full report is published by H.M. Stationery Office 1956. I will 
quote two sentences: 

‘One of the chief difficulties to be overcome was the lack of any 
general consciousness of danger’ and ‘The report ends by re- 
emphasising the need for a more general awareness of this danger’. 

Dr. Jones’ main contention seems to be that the danger is 
negligible. Minimising the danger is not the way to ‘re-emphasize 
the need of a more general awareness of this danger’. 

Dr. Jones’ second aim appears to be a scarcely veiled attack on 
relaxants. I admire his pertinacity but not his lack of perspicacity. 
An anoxic death is not due to the relaxant drug per se but to its 
mismanagement. Any anaesthetist therefore who can find that 
‘a great number are being killed by oxygen deprivation’ must 
not blame the drug that was used and endow it with some mythical 
toxicity, but look into the technique used and learn how to prevent 
oxygen deprivation. It is quite simple: all one has to do is give 
oxygen. 


71 


F. W. Roberts 
309 Harley Chambers 

Jeppe Street 

Johannesburg 
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DECLINE IN PUBLIC’S REGARD FOR THE 


To the Editor: \ have reached my majority in medical practice, 
and find it depressing to note the gradual decline in the public’s 
regard for our profession. It might be a sign of the times—an 
iconoclastic age—but I feel it is also mainly conditioned by a 
type of press reporting and the public pronouncements of V.I.P.’s. 

Recently the press made derogatory headlines out of an ad- 
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monitory address of a retiring branch chairman. Early this year 
a message from a senior member of the Association that medical 
practice was apparently becoming commercialized, created a 
gleeful furore in the local press. I looked in vain for one word 
praising the Medical Profession for at least being bold and honest 
enough to discuss any possible failings amongst themselves so 
that should the indictments really hold water, they could set 
about mopping up the mess. 

I am sure we all appreciate that the ivory towers, in which 
2ccording to the lay public we supposedly think we live, can 
become carious. Surely it is more the duty of the Press to report 
the matter if we fail to see, fail to treat, or ignore the disease? 
The reporting, however, left much to be desired and the impres- 
sion the public must have gained cannot be complimentary to 
our standing. The subsequent discussion in this Journal and the 
arguments refuting these allegations against the profession, the 
Press did not consider worth-while news. 

Add to this the remarks of a minister in Parliament and can 
one wonder at the public’s attitude! I quote from a Budget Speech: 

‘Thirdly—income tax payers will in future be allowed to deduct 
up to £100 from their taxable incomes in respect of medical and 
dental fees which they have paid . 

So far excellent and this smneii have been enough. 
acclaim it the mind of a statesman at work. (I leave it to the 
Opposition to say—a politician looking for votes.) However, to 
continue with the minister’s speech . . . 

‘This will imply that doctors and dentists will have to issue 
receipts to their patients for cash payments also, and this in turn 
will be of assistance to the Receiver of Revenue in preparing the 
tax assessments of doctors and dentists.” 

What inference can the public draw from this implication by 
the minister? Was it for the public benefit, or a sneer at the 
medical profession or what? Delivered in Parliament for the 
whole world to hear, this is an insult. Can the minister assure 
the medical profession that they alone have defaulters? Is the 
minister's own profession, for example, whether as lawyer or 
politician, guiltless, so that the Receiver of Revenue assesses all 
their incomes without any misgivings? 

With all this unpleasant, irrelevant, and exaggerated publicity 
I feel constrained to say—well why not live up to being as black as 
we are painted? Tear up the Hippocratic creed, instruct our 
representatives on the Medical Council to resign and tell the 
Council to go hang with all its regulations! Kick over the traces 
of humanity and let us really show the public and Government 
how we can commercialize! Let pro deo, honorary and social 
work be things of the past! 

For years the Association has striven to have it recognized 
that expenses incurred by medical men for refresher courses and 
post-graduate study whether at home or abroad should at least 
in part be accepted as a legitimate expense against their income. 
I have been informed that a previous Minister of Finance rejected 
this exclaiming—what wealth do the doctors bring into the 
country’! So it seems we really must commercialize our practices. 

That minister seems to have overlooked that we probably save 
a lot of money leaving the country by maintaining a standard 
equal to that obtainable overseas. I personally, in one aspect 
of my work, have saved a five figure sum leaving the country 
by operating on pro deo cases that previously had been sent over- 
seas for this purpose by public subscription. Furthermore as a 
result the State has been saved the additional expense of a certain 
disability pension for which these cases would otherwise have 
qualified. Some in fact were already receiving this pension but 
now no longer qualify for this aid and in fact are glad they have 
been enabled to earn their own keep. My effort is no doubt 
multiplied manyfold throughout the Profession. 

The Press on the other hand has been responsible not a few 
times for collecting and sending not 
the country on unnecessary medical missions. 
this in extenso. 

At last, however, it seems that some relief from taxation has 
been offered for post-graduate study. Recently the Income Tax 
Act has been amended by the addition of the following: 

. any expenditure which, in the case of any medical practi- 
tioner who has practised his profession in the Union for not less 
than three years, the Commissioner is satisfied has been incurred 
by the taxpayer during the year of assessment in respect of the 
attendance by him of a post-graduate study course of not less 
than six months duration at any medical school or university.’ 


All will 


I could enlarge on 
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Having read this news I perchance drove past Medical Associa- 
tion House and noted the flags at half mast. | don’t know whether 
it was to honour a late colleague, or in sorrow over this dry bone 
of a concession tossed to the medical dogs! Was ever anything 
calculated to be of less benefit? Was it shame that prevented the 
stipulated period being made one year instead of six months? 
Were ‘medical schoo! or university’ specifically mentioned to 
exclude any ‘hospital’, to make qualification for the relief even 
less likely? 

What doctor can afford to take off six months for a refresher 
or post-graduate course? Most refresher and post-graduate 
courses are much shorter than six months not to mention con- 
ferences. The only person who can derive any benefit is the indi- 
vidual who proceeds on a post-graduate course to specialize, 
as this takes at least 3 years. 

This is usually the man of registrar status whose earnings at 
that stage are not very significant but who will be thankful for the 
six months relief. He will nevertheless have 3 or 4 more years of 

hard work and expense for which he has no relief. Then after 

registration any increased earnings will in geometrical proportion 
help swell the income tax coffers. On the other hand any such 
person will have to be careful that these first six months all fall 
within one financial year. Five months in one and one month 
the following year won't count of course! 

What form of logic is it that accepts six months post-graduate 
study as an expense against income whereas one month or one 
week is not? I trust my tirade against this seemingly useless 
concession is premature, that the period—six months—was 
selected without prior consultation with the medical profession 
and was merely chosen as a nice round number and that an amend- 
ment will soon follow. 

In my own case I was once told by the Receiver of Revenue 
that my expenses for a 3} months refresher course was a capital 
expenditure that supposedly increased my earning capacity 
Apparently the Government is ready to take its share of any 
increased earnings but there is no such thing as capital deprecia- 
tion! What of the unfortunate individual who after spending a 
large sum of money on post-graduate study suddenly dies within 
a relatively short period? Is this additional loss to his family an 
expense against the estate ‘in assessing death duties? 

It is apparently forgotten or overlooked that apart from the 
doctors improving their knowledge and so called increasing their 

earning power, the public and Government also benefit by the 
enormous mass of pro deo work, clinical and social, done by our 
profession. The Government appreciates the significance of 
post-graduate study and sends its own medical nominees to 
W.C.A. and suchlike conferences for the benefit of the public. 
Personnel of the S.A.M.C. are sent overseas for specialized study 
for the benefit of the country. This is all done at public expense of 
course. 

We are not asking the Government to pay for our trips, but 
merely to realize that it too benefits directly and indirectly by 
our post-graduate study. Should the number of medical practi- 
tioners and medical students drop considerably—endangering 
the public health, 
medicine to encourage suitable students 

Then there is the fallacy that a post-graduate refresher course 
increases our earning power. It might if we were allowed to 
advertize to the public that we have just returned from an extended 
tour of the highest centres of learning and can now offer the 
public the very best and latest advances in medical science! Nor 
can I imagine Medical Council condoning a commensurate 
increase in fees following such a course. 

The course is a definite expense against the practice in refitting 
us for the ever present competition of practice, and its main 
function is to help us maintain our earning power. If the business 
man is allowed expenses for any trip to buy stock, then as our 
stock is the “know-how’, surely any expense to maintain this 
‘know-how’ must be an expense against the practice. 

It must seem I have digressed from my original thesis. However, 
if the Press and Government personages can only decry our 
profession, I feel someone must sing our praises if only to prevent 
ourselves developing a reactive melancholia. Finally to prevent 
any insinuation that | hereby wish to advertize myself and as | 
find | am booked to do more pro deo work, and considering the 
light in which we are viewed by the Government and public. | 
sign myself. : 

‘Suckling 
8 September 1956 


the State would soon subsidize the study of 
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